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McCOMBS’ INTERNAL MEDICINE 


New Book!—This entirely new book is written around those problems that actual postgraduate 
teaching has proved to be most important and most troublesome to the general practitioner. It 
answers the questions that the family physician most frequently asks on the diagnosis and treatment 
of disorders common in everyday practice. 

In all details, Dr. McCombs has designed this book for quick reference in the office or at the bed- 
side. For example, he tells exactly what questions will bring the desired information from the 
patient. He gives points to be carefully checked and considered in examination of various regions. 
He stresses the “rights’’ and “wrongs” of diagnosis; clarifies differential diagnosis of disorders having 
similar symptoms and findings, and includes practical diagnostic outlines and tables and valuable 
chapter summaries. 

The attention given to Treatment demands special mention because Dr. McCombs covers therapeutics 
in a manner ideally suited to general practice. He gives all accepted forms of therapy—use of drugs, 
diet, fluids, minerals, vitamins, mental therapy, etc. He individualizes treatment according to type 
of patient. Chemotherapy is comprehensively presented, including quick reference tables to guide 
you in the use of sulfonamides and a list of diseases for which sulfa drugs are not indicated. 


By Robert Pratt McCombs, Lieutenant, Medical Corps, U.S.N.R., Recently Instructor in Internal 
Medicine for the Statewide Postgraduate Program of the Tennessee State Medical Association. 694 
pages; 6” x 9”, with 161 illustrations on 114 figures. $7.00 


Send Orders to 


J. A. MAJORS COMPANY 


NEW ORLEANS 13 DALLAS 1 


Ophthalmic Ointments by “Mesco” 


Yes, “MESCO” is a name that has been known for forty-three years as 
the founder of Ophthalmic Ointment practice via the pointed tip tube. 


Pioneering has all along been a “MESCO” habit in this field. “MESCO” 
was first with the practice of stenciling the tube content control number 
in the base of each tube protecting by this identification all those who 
might use it throughout it’s life. 

“MESCO” not only offers the profession the most complete list of 
Ophthalmic Ointments to be had, but also offers a special formula de- 
partment which is second to none. 


We invite you to drop us a line, and when you prescribe jot down 
*““MESCO.” 


MANHATTAN EYE SALVE CO., INC. LOUISVILLE, KY. 
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New, Improved Third Edition 


by R. B. H. GRADWOHL, M.D., D.Sc. 

Director of the Gradwohl Laboratories and Grad- 
wohl School of Laboratory Technique; Formerly 
Director of Laboratories, St. Louis County Hos- 
pital. 


In Two Volumes 
2,230 pages, 726 illustrations, 
57 color plates. PRICE, $20.00 


The C. V. Mosby Company 
3525 Pine Blvd., St. Louis 3, Mo. 


Gentlemen: Send me Gradwohl’s new third edition in two volumes, 


“CLINICAL LABORATORY METHODS & DIAGNOSIS” 


Use Coupon To 
Order Today! 


Attached is my check. 
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GRADWOHL’S 


CLINICAL LABORATORY 
METHODS & DIAGNOSIS 


Gradwohl’s recently published two-volume third 
edition is, literally, not just one book but many 
books in one. For example, the author gives you 
211 pages on blood chemistry; 343 pages on 
hematology; 273 pages on bacteriologic applica- 
tions to clinical diagnosis and 393 pages on para- 
sitology and tropical medicine. This, PLUS ex- 
tensive coverage on serology, blood groups and 
transfusion, urine analysis, special tests, tissue 
cutting and staining, etc.; a total of 2,230 pages 
of completely modern, accurate information. 


Additions and Changes 


Urine Analysis—latest available information on 
kidney function tests, including urea clearance. 
Hematology—clotting, prothrombin time tests and 
mechanism of clotting. Blood Groups and Trans- 
fusions—new chapter discussing Rh factor, sub- 
groups of A, all known data on P. Special Tests— 
new methods of vitamin assay and identification. 
Bacteriological Application to Clinical Diagnosis— 
blood culture analysis; identification of pneu- 
mococci; penicillin. Parasitology and Tropical 
Medicine—thoroughly revised. 


SMJ 2-44 


PRICE, $20.00 


Charge my account. 
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WILLIAM JONES, PH.G. 


Wuen tHE poors of the Jones Pharmacy 
opened for business many: years' ago, young 
Mr. Jones, then just out of pharmacy school, 
had some definite ideas about the manner 
in which a prescription department should 
be conducted. He knew all about fresh crude 
drugs, and he could triturate, macerate, and 
percolate with the best of them. He provided 
sparkling glassware, and his finished pre- 
scriptions were things of beauty. He oper- 
ated very successfully and the doctors liked 
to have him do their compounding. 
Things have changed since that day when 
Mr. Jones opened his store. For example, 
along about 1923 quite a commotion was 
raised over something called Insulin, dis- 
covered by a couple of fellows up north. 
Mr. Jones immediately established an Insu- 
lin department. He was quick to realize, 
however, that the tons of equipment 


required for grinding pancreas glands and 
processing them through a complicated 
series of extractions, concentrations, and 
purifications had no place in his store. Mr. 
Jones’s Insulin is manufactured in Indian- 
apolis, miles and miles away. 

The production and standardization of 
Iletin (Insulin, Lilly) in its various strengths 
and modifications is but one of the many 
contributions Eli Lilly and Company has 
made toward the improvement of Pharma- 
cist Jones’s service to the medical profession. 


BUY WAR BONDS 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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by Max Thorek, M.D. 


Only *12 


(ORIGINAL 3-VOLUMES PRICED AT $33) 


It's “A-1" in the army . . . and in the navy, too! Thousands of copies of this one-volume war 
edition have just been purchased by the government for use ashore and afloat. Every one of 
the 2174 pages and 2045 illustrations of the original three-volume set is reproduced in a 
reduced size (four pages of the three-volume size on one page of the war edition). It's com- 
plete in every detail. Ideal for reference . . . and it costs only $12.00 (as compared with the 
three-volume price of $33.00). Order your copy on the coupon below. 


J.B. LIPPINCOTT C (@) MPANY, East Washington Square, Philadelphia, Pa. 
Please send me the one-volume edition of Thorek‘s MODERN SURGICAL TECHNIC ($12.) 

0 Check enclosed O Send C.O.D. is 0 Charge my account 
SMJ2 
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MODERN, DEPENDABLE NOURISHMENT 
bith antil w 


SIMILAC approximates breast milk in all essential respects 
including its mineral balance, and gives uniformly good results. 
It is conveniently prepared. One level tablespoon of the Similac 
powder added to each two ounces of water makes two fluid 


ounces of Similac. 


A powdered, modified milk product especially prepared for 
infant feeding, made from tuberculin tested cow’s milk 
(casein modified) from which part of the butterfat is removed 
and to which has been added lactose, olive oil, cocoanut oil, 
corn oil, and fish liver oil concentrate. 
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NatuRAL source OF 
» VITAMIN 8 COMPLEX 
then the Wheat Germ. (rH 
which is derived. 


MET CONTENTS 15 OF 


VioBin Corporatio” 


MONTICELLO, 


food 
shortages may render the 

dietary of a large segment of our 
population deficient in proteins and B-vita- 
mins. VioBin presents a unique means of 
bringing such deficient diets to optimum 
nutritional levels. 

It is the richest of all protein foods, con- 
taining 40% of protein which, though of 
plant origin, is equal in biologic value to 
the proteins from animal sources, able to 
maintain optimum growth rate in experi- 
mental animals,! and to complement 
biologically inferior proteins as efficiently as 
those of animal origin.” 

VioBin is an excellent natural source of 
the vitamins of the B-complex. One ounce 
provides the total minimum daily require- 
ment of thiamine, and a goodly portion of 
that of the other B-complex components. It 
is also a rich source of iron and phosphorus. 


Because of its high stores of 
these essential nutrients, its low 
fat content (0.85%), its high quo- 
tient of digestibility, and because it is 
thoroughly bland (chemically as well as 
mechanically), VioBin deserves considera- 
tion in the specialized diets called for by 
many pathologic conditions, and when 
nutritional deficiencies must be corrected 
or prevented; it may also advantageously 
supplement the diet in skin disorders in 
which dietary deficiencies are suspected.* 
VioBin, defatted, partially dehydrated 
wheat embryo, yields only 3.5 calories 
per gram; it is dependably stable, and re- 
quires no refrigeration. *** The VioBin 
Corporation, Monticello, Illinois. 


IChick, H.: Biologic Value of the Proteins Contained in Wheat 
Flours, Lancet 1:405 (April 4) 1942. 
2J.A.M.A., Editorial, Sept. 12, 1942. 
%Gross, P., and Kesten, B.: Treatment of Psoriasis with Lipo- 
orks — from Foodstuffs, Arch. Dermat. & Syph. 47:159 
eb.) 1943. 


Wio Bim 


ysis % 


Minerals IN ASH 


Vitamins PER GRAM 


Total 93.0 Calcium as 0.967 % 8 gamma 
29.0% Magnesium as Mg............ 0353 % 69 gamma 
Carbohydrates other Phosphorus asP.............. 1.100 % 15 gamma 

— fi Bec exts Manganese as Mn............ 0.009 % Pantothenic acid............. 35 gamma 


VioBin is fully prepared, ready to at — to the average diet, in the numerous ways to which it lends itself, two tablespoonfuls daily 
well bring the intake of essential nutrients to optimum levels. 


5 
VioBin 
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WHERE THE APPETITE NEEDS TEMPTING 


The patient whose capacity for exercise is limited, frequently 
presents a peculiar nutritional problem. Appetite wanes, digestion 
falters and a vicious circle thereby develops. 


Horlick’s helps solve this 
problem with little, if any, 
tax on the digestion. This 
delicious food-drink offers 
a pleasant means of pushing 
sound basic nutrition and 
insuring the intake of “ef- 
fective” food elements. 


In many conditions of in- 
fection —e.g., influenza 
and its aftermath—where 
it is necessary to “push” 
liquids while administer- 
ing full nutrition with 
good vitamin intake, Hor- 
lick’s can be most helpful. 


Horlick’s is delicious 
whether prepared with milk 
or with water. The Tablets 
are also useful and con- 
venient to eat at intervals 
during the day. 


Recommend 


HORLICK’S 


The Complete Malted Milk—Not Just a Malt Flavoring for Milk 


HORLICKS 
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Proper diet vs. 
dental caries ...| 


.“‘There is much evidence that, with wise supervision 
of the diet, caries [in children] is lessened in occur- 
rence and extent... . Surely, the dietary approach 
offers the most effective means of attack on the prob- 
lem of caries now available, and furthermore is one 
which is in step with current policies for the further- 
ance of public health. . .. With the assurance of ideal 
nutrition for the individual throughout childhood, 
there is reason to hope that caries will be abolished.” 


—BOYD, J. D.; J. A. D. A., 30:670, May, 1943. 


Observations like that quoted 


above, and numerous studies that 
emphasize the interrelationship of 


diet and dental caries, plainly indi- — 
cate that the attack on this problem 


is a duty of the physician as well as 
of the dentist. 


Proper diet—prenatal, in lacta-" 


tion, and continuing from infancy 
into adult life—is clearly seen as 
indispensable to sound tooth 


formation in the first place, and 
to the later protection of tooth 
structures. 


Irradiated Carnation Milk may 
be relied on as an admirable con- 


_ Stituent of a tooth-building, tooth- 


conserving diet. It is an excellent 
source of essential calcium and 
phosphorus, and its irradiation for 
vitamin D pfomotes effective util- 


‘ization of these minerals. 


CARNATION COMPANY, MILWAUKEE, WIS. 


IRRADIATED 


Carnation 


Milk 
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Pad 


The product which you em- 


ploy to Ertronize your arth- 
ritic patients is made under 
the exclusive Whittier Proc- 
ess which assures high po- 
tency and absence of dele- 
terious by-products. Careful 
laboratory control and assay 
guarantee the safety and 
effectiveness of ERTRON. 

In addition, the safety and 
effectiveness have been 
proved in clinical investiga- 
tions reported in an exten- 
sive bibliography. This bibli- 
ography refers to ERTRON 
by name and the results, 
consequently, apply only to 
ERTRON. 


The use of inert gases to 
protect highly reactive 
sterols from oxidation. 


Activation Control—All 
environmental and acti- 
vating factors are rigidly 
controlled. 


Temperature and humid- 
ity controlled room for 
animal assay. 
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the arthritic patient, Ertronize the 

ER TRON in adequate 
x a sufficiently long Arthritic 

produce beneficial re- 

@eradually increase the dos- 

toleration level. Main- 

Mis dosage until maximum improvement occurs. 

Sronizc early and adequately for best results. 


alone—and no other product—contains electrically 
Seed, vaporized ergosterol (Whittier Pro ess). 


in bottles of 100 and 50 capsules. 
500 capsule boitle. 


i ETHICALLY PROMOTED 


PORIZED ERGOSTEROL— 


CooL PLACE 


tes, Ktee 
2.106.779 — 2,106,780 


AY poteats applied tor: 
hd 
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ANATOMY OF PREGNANCY 


Seven Lunar Months 
One of a series of life-size sculptured 
models made for S. H. Camp and 
Company by Charlotte S. Holt. 


Beginning tension on recti 
muscles. Uterine fundus 5.5 cm. 
above umbilicus. Cephalic pres- 
entation determined. Visceral 
displacement (upward and lat- 
eral). Lumbar and dorsal curves 
increased. Relaxation of sacro- 
iliac and pubic joints. 


gts effectiveness of Camp prenatal supports arises 
from the fact that the pelvis (the base of the body) 
can be fitted evenly and accurately and to the desired 
degree of firmness. 

Such a foundation about the pelvis provides for 
prime assistance in holding the uterus in better posi- 
tion, thus not only conserving the abdominal muscles Camp Prenatal Supports are 


moderately priced and easily 
adjusted by the Camp Patented 
Adjustmert feature. 


and fasciae, but also helping in balancing the spine; no 
constriction of the body at any point; protection of the 
relaxed pelvic joints is assured; ample support of the 
lumbar spine afforded. 


ANATOMICAL SUPPORTS 


S. H. CAMP & COMPANY :* Jackson, Mich. * World’s Largest Manufacturers of Scientific Supports 
Offices in CHICAGO « NEW YORK « WINDSOR, ONTARIO » LONDON, ENGLAND 
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of these 


2 IMPORTANT AIDS to Vitamin Therapy 


A basic formula composed of a mixture of the 
water-soluble vitamins. 


For treatment of clinical syndromes of beri- 
beri, pellagra, ariboflavinosis, and scurvy. 


Each Tablet contains: 


10 mg. Thiamine Hydrochloride 

50 mg. Niacinamide 
5 mg. Riboflavin 

75 mg. Ascorbic Acid 


One capsule supplies the full daily adult 
allowance. 
(Food & Nutrition Board, National Research Council). 


For supplementation of deficient diets or 
where the requirement is greater than normal. 


Each Capsule contains: 


5000 units Vitamin A 
800 units Vitamin D 
2 mg. Thiamine Hydrochloride 
3 mg. Riboflavin 
20 mg. Niacinamide 
75 mg. Ascorbic Acid 


al 


No Trade Names 

: These two aids to vitamin therapy em- 
body the latest findings in the field of : 
nutritional deficiency disease ... provide 
for intensive therapy necessary for speedy 
response .. . save time . . . save money. 


For literature address Professional Service 
Dept., 745 Fifth Ave., New York 22, N. Y. 


11 


1077 
‘Squibb Basic Formula 
2 
= 
SQUIBB 
| 
] 
| 
ER:SQuipB & SONS 
Manufacturing Chemmsts to the Medical Profession : 


SOUTHERN MEDICAL JOURNAL 


$4. 


TO REDUCE ABSENTEEISM 
due to 
urinary infections 


The increasingly urgent need for manpower makes it essential 
that time lost through illness be reduced to the minimum. 
This applies to every type of worker—administrative and 
professional, as well as agricultural and industrial. America 
needs her total manpower for total victory. 


\When ‘a patient suffers with one of the common urinary 
infections, Pyridium is of decided service. This is especially 
evident in the milder, ambulant cases of urinary infections. 
The prompt and effective symptomatic relief provided by 
Pyridium contributes to a more rapid recovery, with the 
result that the worker can be returned to his job sooner than 
would otherwise be possible. 


Clinical experience extending over more than a decade, as 
reported i in the published literature on Pyridium, testifies to 
its prompt and effective action, and its freedom from narcotic 
or irritant effects.) 


Pyridium is convenient to administer. 
The average oral dose is 2 tabletst.i.d. 
At this dosage level, & pomeems the 
combined advantages of 1 non- 
‘toxicity, effectiveness in the presence of 
either acid or alkaline urine, and local 
analgesic effect on the urogenital mu- 
cosa, Literature on request. 


More than a decade of 


PYRIDIUM 


(Phenylazo- 


pyridine 


is the United States’ 
_ Registered Trade-Mark of the 
_ Product Manufactured by 


MERCK & C0., Inc. Manufacturing Chemists RAHWAY, N. J. 
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Calcium and Vitamin D 
in pleasant-tasting, easy-to-take form— 


CALCI-DELTA TABLETS 


AS (Dicalcium Phosphate and Vitamin D) 
Leder le 


O MEET the exceptional metabolic demands for 
"Somme made upon the body at certain times— 
during pregnancy, lactation, early childhood— 
Lederle now makes available ‘‘Calci-Delta Tablets 
Lederle.” These new tablets serve as an excellent 
source of calcium, phosphorus and Vitamin D. They 
are easily chewed and swallowed and their pleasant 
flavor disguises the rather disagreeable taste typical 


aN ea of calcium salts. 
ae ia A .. If the mother does not receive an adequate cal- 
cium, phosphorus and Vitamin D intake during 
NF fy Y pregnancy and lactation, either in the diet or in 


_ supplements thereto, she may suffer from tooth 
} decalcification and other forms of calcium de- 
' ficiency. Likewise, the fetus may be adversely af- 


fected, ifenough of these elements are not supplied 
= for its structural growth. “Calci-Delta Tablets 
Lederle” are in a palatable form, which 


makes them appreciated by pregnant 
and lactating women. 

“Calci-Delta Tablets Lederle” are 
also especially suitable for children to 
prevent rickets and promote normal 
tooth and bone development in early 


childhood. 


Literature on request 


OF 
50 AND 100 TABLETS 


LEDERLE LABORATORIES | INC. 


COMPANY 


30 ROCKEFELLER PLAZA. NEW YORE 20 NEW YORE 
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YEAST VITAMINE TABLETS 
{Herris) 


HALABEX 


THE ‘COMPLETE B-COMPLEX 
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FROM NATURAL SOURCE 


'ARD physical work, even for a 
few days, requires adequate in- 
take of the vitamin B-complex if physi- 
cal fitness is to be maintained. This con- 
clusion was made in a well-controlled 
study* showing the need for natural 
source vitamin products. The use of thia- 
min alone on human subjects did not 
succeed, but the natural source mate- 
rial, a complete and adequate supple- 
ment, did give desired results, When 
the vitamin B-complex was indicated, 
the natural product such as yeast was 
considered a sure source of all the 
necessary components. 


*Johnson,R.E., et al.—Journal of Nutrition, Dec. 1942 


PRODUCERS OF VITAMINS City 


YEAST VITAMINE TABLETS (Harris) 
* new name HALABEX ~« have been 
used by physicians with outstanding suc- 
cess since 1919. They contain (YEAST 
CONCENTRATE) all factors of the water- 
soluble B-complex as found in brewers’ 
yeast, the source material. No syn- 
thetics are added. High concentration 
makes massive oral doses easy. 


HARRIS VITAMIN PREPARATIONS 
NOW EMBRACE: 


Halabex Halapan + Haladee 
Lamilets + Nicotinic Acid + Vitamin C 
Vitamin B, + Vitamin Bz 


{ HARRIS LABORATORIES 
{ Tuckahoe, N. Y. 
I would like a trial package of Yeast 
Vitamine Tablets and information on 

new HARRIS Vitamin Preparations. 


Name 


Add. 


State | 
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RR 
LAU OFM 
(Division of Bristol-Myers Company} 
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SPor 


SpEcIFICALLY DESIGNED for 
the treatment of inflamma- 
tion and infection of the 
throat, Cepacol combines 
rapid germicidal action with 
a soothing, cleansing effect on 
the mucosa. 

This unique solution for 
topical application as gargle 
or spray contains the new 
non-mercurial germicide 
Ceepryn (brand of cetylpyri- 
dinium chloride) 1:4000 in 
combination with sodium 
phosphate. 

By standard F.D.A. tests, 
Cepacol destroys most patho- 
genic bacteria common to the 


Trade Marks ‘‘Cépacol” and 


CEPACOL 


Brand of Alkaline Germicidal Solution 


FOR INFLAMMATIONS OF THE THROAT 


mouth and throat within 15 
seconds after contact, yet is 
non-irritating to delicate 
tissue. 

The unusually low surface 
tension of Cépacol permits 
deep penetration. Its foam- 
ing detergent action clears 
mucus. It neutralizes acidity 
and soothes inflamed tissue. 

Pleasantly flavored, 
Cépacol is refreshing as well 
as effective . . . can be used 
full strength or diluted with 
an equal volume of water. 
Available at prescription 
pharmacies in pint and 
gallon bottles. 


U. S. Pat. Off.) 
MERRELL 
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Biliary stasis is frequently an etiologic 
factor in digestive symptoms and syn- 
dromes such as abdominal distress, flat- 
ulence, impaired fat digestion, certain 
forms of constipation, etc. It has been 
observed also that migraine and some al- 
lergic manifestations may be associated in 
some way with failure of the hepatic sys- 
tem. 

Biliary stasis plays an important role 
in cholecystitis and cholelithiasis. Chole- 
yaaa may be acute or chronic. The 
chronic case presents a diversity of clin- 


ical pictures. In most chronic cases re- 


one to three tablets 


Dosage* at mealtime 
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BILIARY STASIS 
in 

GALL BLADDER 

DISEASE 


peated acute exacerbations occur. 


In treating the clinical syndromes pre- 
sented by cholecystitis the judgment of 
the physician is of paramount importance 
as the therapy must suit the individual 
patient. 

Dehydrocholic Acid Armour has a defi- 
nite place in the management of chronic 
cholecystitis and in some cases of mild 
catarrhal cholecystitis. 

The hydrocholoresis induced by Dehy- 
drocholic Acid Armour effects a physi- 
ologic flushing out of the bile ducts. It 
carries away toxins, and helps prevent 
infection from ascending to the liver. 


Supplied in 334 grain tablets—bottles of 
50, 100 and 500 


THE ARMOUR LABORATORIES 


CHICAGO, ILLINOIS 


Headquarters for 
Medicinals of Animal Origin 
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NOW! 
VITAMIN POTENCY PROTECTED 


and in vivo! 
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CARITOL 
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ciliary undulations 
—like the motion of the wind 
through a field of grain—guarantee 
for the normal nasal mucosa a natural 
protection against deleterious air- 
borne influences. 


Privine,* the powerful synthetic 
vasoconstrictor, maintains and re- 
stores ciliary activity—favors the 
healing processes—provides prompt 
and prolonged symptomatic relief 
from nasal congestion. 


PRIVINE 


HYDROCHLORIDE 


(Brand of Naphazoline) 


SUMMIT, NEW JERSEY 


me AS THRU THE FIELD OF GRAIN 
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EPARATION — 
FRESH 


I: is well known that arsenoxide is the effective end-product of arsphenamine com- 
pounds. Extensive clinical experience indicates that arsenoxide possesses a relatively 
constant parasiticidal value and that reactions following its use are less severe than 


with the arsphenamines. 


Dichiorophenarsine hydrochloride—Winthrop nnxcr has within its molecule the 


nucleus for making arsenoxide. With A‘° On each dose there is incor- 
porated an accurately adjusted amount of anhydrous sodium carbonate, sodi- 
um chloride and sugar. The addition 6h of 10 cc. of distilled water instantly 


yields arsenoxide in isotonic solution (CO, escaping in gaseous form). Thus, the 
physician is assured that each time in each case the active antiluetic which he injects 


is fresh. 


All forms of syphilis—primary, secondary, tertiary, congenital—are treated with 
Dichlorophenarsine hydrochloride—Winthrop. 


Booklet containing essential details sent to physicians on request. 


How Supplied: Ampuls of 0.045 Gm. and 0.068 Gm., boxes of 10. Ampuls of 0.045 
Gm. and 0.068 Gm., boxes of 10 ampuls with 10 ampuls of sterile distilled water 
(10 cc.). Ampuls of 0.45 Gm. and 0.68 Gm., boxes of 10. 


DICHLOROPHENARSINE HYDROCHLORIDE 
WINTHROP 


Formerly PHENARSINE HYDROCHLORIDE 


WINTHROP CHEMICAL COMPANY, INC. 
NEW YORK 13, N. Y. Pharmaceuticals of merit for the physician WINDSOR, ONT. 
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Yes, Jane is twelve today. But she’s grown so you’d hardly know her!—Three inches since 
her last birthday, and nearly thirteen pounds heavier! 

Let’s take Jane off the scale. How else has she grown? Well, for one thing, her circulating 
blood volume is greater by about 500 cc.! That’s more than 75 Gm. of new hemoglobin in one 
year! Small wonder that growing children must assimilate 0.6 Gm. of iron per kilogram of 
body weight each day in order to maintain normal hemopoiesis.? In a 30-kilogram child like 
Jane, this amounts to about 18 mg. daily—far more than may be obtained from the average 
American diet. 

Thus the normal increase of blood volume during adolescence ranks with hemorrhage as a 
contributing cause of iron deficiency,’ Indeed, studies of a group of high-school girls indicate 
that growth actually affects the blood picture more than does the menarche. 

Iron-deficiency anemia may be effectively prevented or treated by means of ‘Ribothiron’ 
Tablets, or ‘Ribothiron’ Elixir. Each of these preparations contains ferrous sulfate, the most 
efficiently assimilated form of iron, as well as certain factors of the vitamin B-complex which 
may be necessary for normal absorption and utilization of the element. 

Sharp & Dohme, Philadelphia 1, Pa. 

1. Darrow, D. C., Soule, H. C., and Buckman, T. E.; Blood Volume in Normal Infants and Children, J. Clin, Investigation. 


5:243, 1928. 2. Goodman, L., and Gilman, A.: The Pharmacological Basis of Therapeutics. 194]. McMillan. 3. Heath, C.W.: 
J.A.M.A. 120:366, 1942. 4. Leichsenring, J. M., et al.: Am. J. Dis. of Children, 62:262, 1941. 


TABLETS 
Each sugar-coated tablet contains: FERROUS SULFATE (EXSICCATED) 3 gr.*; 
THIAMINE HYDROCHLORIDE (Vitamin B:) 0.25 mg.; RIBOFLAVIN (Vitamin 
B: or G) 0.5 mg. 
*Equivalent to approximately 4.3 gr. of ferrous sulfate U. S. P. 

9 SUPPLIED in bottles of 100 and 1,000 tablets. 
DOSAGE: One tablet four times daily, after each meal and upon retiring. 


ELIXIR 

Each fluidounce of this exceptionally palatable elixir contains: FERROUS SUL- 

FATE U. S. P. 20 gr.; THIAMINE HYDROCHLORIDE (Vitamin B:) 1 mg.; RIBO- 

FLAVIN (Vitamin Bz or G) 2 mg.; ALCOHOL 10 per cent. 

SUPPLIED in pint bottles. 

DOSAGE: One dessertspoonful four times daily, after each meal and upon 
ing. 
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That is Ready Now... 


Many objects that we live with promise to be improved— 
after the war. All of us will watch for these with great 
expectations. But the physician charged with the manage- 
ment of biliary deficiencies need not wait for one such 
that improves living. A lately bettered product of chemi- 
cally pure substances for bile stimulation and replacement 


is at hand now. This is 


Composed of dehydrocholic and desoxycholic acids, Doxy- 
chol causes the washing of mucus and stagnated material 


from the ducts by markedly increasing the fluid bile. Of 
equal consequence it promotes the digestion of the fat 
portion of the diet and thereby gains energy for the patient. 


These specific substances in one convenient 
preparation are available in Doxychol Tab- 
lets; in bottles of 100, 500, and 1000. 


George A. Breon Company 


New York Atlanta KANSAS CITY,MO.  LosAngeles Seattle 
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Give Chronic Anemias 80 TH Barrels... 


FERROUS IRON / 
for hemoglobin 


_.. only THOROUGH antianemic therapy 
insures lasting results! 


‘Supplying iron alone can exhaust the reserve of stroma-building 
materials. Supplying a single liver factor fails to provide other 
essential hemoglobin-building materials. 


FOR RAPID, PERMANENT RECOVERY 


BEPRON’ 


EP 


Cd BEEF LIVER WITH IRON 


A Wyethical.in 8-ounce and pint bottles 


«SOHN & DIVISION 


4 
ERYTHROCYTE —& 
RATED. PHILADELPHIA 
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(1) Prolonged bacteriostasis. Paredrine-Sulle 
thiazole Suspension is not a solution, but a sasper. 
ston of ‘Micraform’ crystals of free sulfathiazole 


These crystals are not quickly washed away, but 
form an even frosting over the nasal mucosa. This 
fine frosting remains on those areas where ciliay 
action is impaired by infection —and thus provides prolonged bacteriostass 
precisely where it is needed most. (The Suspension does not impair normal 
ciliary action or interfere with drainage.) 


(2) Non-stimulating vasoconstriction. 

While ‘Paredrine’ exerts a shrinking action more 
rapid, complete and prolonged than that of ephed- 
rine in equal concentration, it does not produce 
ephedrine-like central nervous side effects, such # 
nervousness, restlessness and insomnia. 
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(3) Therapeutically ideal pH — 5.5 to 6.5. No irritation, no sting- 
ing and no hyperemia are caused by Paredrine-Sulfathiazole Suspension. Its 
slightly acid pH range—unlike that of the highly alkaline solutions of 
sodium sulfathiazole— 7s identical with that of 
normal nasal secretions. 


This correct pH hastens: 


(1) Restoration of normal ciliary action, and of the aa ae 
germicidal qualities of the nasal secretions. 


(2) Return of the nasal mucosa from a pathologic status 
of alkalinity to a normal status of slight acidity. 


Smith, Kline & French Laboratories, Philadelphia. 
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: PSS inspections insure the purity, 

Z , , sterility, and freedom from pyro- 
gens of Baxter Solutions in Vaco- 

’ 7 C BAXTER liters, the pioneer commercially- 


SOLUTIONS iN VACOLITER S parenteral fluids. 


PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES BY DON BAXTER, INC., GLENDALE, CALIFORNIA 
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WHEN THE PARENTERAL ADMINISTRATION 


Twenty-one chemical, bacterio- 
logical, and biological tests and 


prepared, vacuum-protected 


ARMY 


PRODUCTS OF 


BAXTER LABORATORIES \ 
Glenview, Illinois + College Point, New York * Acton, Ontario + London, England }? 


Distributed east of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


CHICAGO e NEW YORK 
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PROLONGED REDUCTION OF 
HIGH BLOOD PRESSURE 


be 


aor" 
\ 
\ 
A 
\ 


FALL me: Hg, 
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Comparative effects of commonly used nitrites on syiiolic blood 
_ pressure in normal individuals. The action of Erythrol Tetranitrate 
Merck begins in 15 minutes and persists for three to four hours. 


Treatment of arterial hypertension today is necessarily ee 
directed toward relief and not cure. When such veel 
measures as rest and dietary control have been un- 

successful, the employment of medical treatment is 
suggested. Among the various preparations available, 
Erythrol Tetranitrate offers the advantage of producing 
a reduction in blood pressure sufficiently prolonged TETR ANITR a E 
so that administration three times daily may main- MER tee 
tain the reduction. Erythrol Tetranitrate Merck may 
be prescribed over a protracted period with sustained 

effect. By dilating the peripheral arterioles, it tends 
to decrease not only the stress of excessive pressure asoditetatina 


ERYTHROL 


on the arterial walls, but also to relieve the burden | 


of the heart. 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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‘weucome’ GLOBIN INSULIN with zinc 


REGULAR INSULIN PROTAMINE ZINC INSULIN 
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4 


7A.M.TOMORROW 


7 A.M.TODAY 


A schematic representation of the effects of various 
insulins on the blood sugar of a fasting diabetic. 


e ‘Wellcome’ Globin Insulin with Zinc, a new type of insulin, provides 
more efficient timing of action. Its rate of insulin release is such that its 
prompt effect meets the morning requirements; strong prolonged daytime 
action coincides with the period of peak need; and diminishing action 
during the night minimizes the possibility of nocturnal insulin reactions. 

‘Wellcome’ Globin Insulin with Zinc conforms to the needs of the 
patient. A single injection daily has been found to control satisfactorily many 
moderately severe and severe cases of diabetes. 

‘Wellcome’ Globin Insulin with Zinc, a clear solution, is compara- 
ble to regular insulin in its freedom from allergenic skin reactions. 

‘Wellcome’ Globin Insulin with Zinc was developed in the Wellcome 
Research Laboratories, Tuckahoe, New York. Registered U. S. Patent Of- 
fice, No. 2,161,198. Available in vials of 10 cc., 80 units in 1 cc. 
*Wellcome’ Trademark Registered 


Literature on request @ 


BURROUGHS WELLCOME & CO. “Ss 9-11 E. 41st St., New York 17, N. Y. 
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Plan of Treatment in 
Bile Tract Dysfunctior 
KETOCHOL—1 or 2tablets 


a nontoxic combination of the oxi- 


METOCHOL... dized (keto) form of those bile 
es acids normally present in human 


= bile. Bottles of 100 and 500 tablets. 


the new safe, non-narcotic antispas- 
modic (8-diethylaminoethyl fluo- 
rene-9-carboxylate hydrochloride). 2 


PAVATRINE... 


gr. (130 mg.) tablets, bottles of 
20, 100 and 1000. 


c6-0-SEARLE co. 


ETHICAL PHARMACEUTICALS SINCE 1688 
CHICAGO 


Ketochol and Pavatrine are the regis- K City San F ° 


- tered trademarks of G. D, Searle & Co: », New York 


2) 


| 
cream, butter, eggs, etc.—toen- 
‘age gall | bladder d 
3. PAVATRINE—3 to 6 tablets 
to relax the sphincter of 
and reduce biliary-gastro- ING 
a 
/ Ketochol 
Pavatrine 
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When rigid dietary restrictions in allergy, in metabolic, gastroin- 
testinal, cardiovascular, renal and other conditions threaten to 
superimpose the burden of avitaminoses upon the initial disease, 
Unicap* Vitamins provide a liberal and well-balanced multivitamin 
formula to help round out the diet. Unicaps are small, easy to take, 
and outstanding as a vitamin value. 


A UNICAP, DAY PROVIDES: 


Vitamin D . . « « SOOU.S.P. units 
Thiamine Hydrochloride (Vitamin B) 
Riboflavin (Vitamin B,,G) ... . 
Pyridoxine Hydrochloride (Vitamin Bi) mam. 
Calcium Pantothenate ....... . . 10mg. 
Nicotinic Acid Amide (Nicotinamide) . . . . 20.0 mg. 
Unicap Vitamins in bottles of 24 and 100 capsules 


*Trademark Reg. U.S. Pat. Off. 


FINE PHARMACEUTICALS SINCE 18 8 6 


Upjohn 


BUY MORE WAR BONDS—“THE VITAMINS OF VICTORY” 


30 
Le 
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uccessful management of high blood pressure calls for a regimen 
which is adjusted to individual requirements. Physical activity is gen- 
erally curtailed and overwork is avoided. In certain circumstances specia} 
diets are prescribed and the use of stimulants is restricted. 


These measures are often supplemented with the administration of 
Theominal. This combined vasodilator and sedative aids in reducing 
blood pressure to a more normal leve!. As a consequence hypertensive 
symptoms are relieved and the risk of complications is reduced. 


DOSAGE; The customary dose of Theominal is 1 tablet two or three times daily; when 
improvement sets in the dose may be reduced. Each tablet contains theobromine 5 grains 


and Luminal* ¥% grain. 


*Luminal = aaa Winthrop Chemical Company, Inc., brand of 
CHEMICAL 


WINTHROP INC. 


Pharmaceuticals of merit 
Reg. U.S. Pat. Off. & Canada for the physician 


NEW YORK, WN. Y. 


Supplied in bottles of 25, 100 and 500 tablets, yi 
WINDSOR, ONT. 
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Non-irritating 
even to fasting stomachs. . . quickly 
absorbed . . . thoroughly utilized 
and rapidly effective 


Stearns Ferrous Gluconate 


Now available as a palatable 
5% elixir in 6-02. bottles, as 
well as in 5-grain tablets in 
bottles of 100, 500 and 1000. 


Frederick Stearns & Company 


eS Since 1855... ESSENTIALS OF THE PHYSICIAN’S ARMAMENTARIUM 


NEW YORK KANSAS CITY DETROIT, MICHIGAN SAN FRANCISCO WINDSOR, ONTARIO 
SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 
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.... 100 tablets of highly effec- 


tive conjugated estrogens. 


! | IS A BOTTLE OF “PREMARIN” 


....50 to 100 days of treatment 
for all but the most severe meno- 
pausal cases. Highly potent yet 


well tolerated, “Premarin” provides 


an essentially safe and clinically 
proved medium for estrogenic 


therapy at the menopause. 


AYERST, MCKENNA & HARRISON 
Limited 


Rouses Point, N. Y. and Montreal 
223 
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*The word Aminoids 
is the registered 
trademark of The 
Arlington Chemical 
Company. 
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URN 


J N BURNS, considerable 
nitrogen is rapidly lost. Following initial replacement 
by plasma therapy, healing and convalescence are 
hastened by maintenance of high protein intake. 


Aminoids supplies nitrogen in readily absorbed and 
assimilated form. By its oral administration a high 
nitrogen intake can be maintained with maximum com- 
fort for the patient. 


Aminoids, a protein hydrolysate product prepared by 
enzymic digestion from Beef, Wheat, Milk and Yeast, 
contains all the amino acids present in these four high 
quality protein foods. To spare the amino acids for 
their exclusive nitrogen use, carbohydrates are added. 
One tablespoonful of Aminoids T.I.D. provides approximately 12 
grams of protein as hydrolysate. Supplied in granular form in bot- 
iles containing 6 oz., Aminoids may be taken in any hot or cold 
liquid. 


Aminoids 


REG. U.S. PAT. OFF. 
A PROTEIN HYDROLYSATE PRODUCT 


For Oral Administration 


More detailed literature supplied on request to Dept. 160-1 


| THE ARLINGTON CHEMICAL Co. 


YONKERS 1 Selinger) New York 
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A LABORATORY EXPERIMENT 


JN THIS experiment an exact duplication of gastric and intestinal environments was attempted in 

order to determine the percentage of different forms of theobromine dissolved by the hydrochloric 
acid of the stomach and the percentage of theobromine in a soluble and absorbable state after passing 
through the acidity of the stomach and the mild alkalinity of the small intestine. Fifteen minutes 
was decided upon as the average time the theobromine tablet would remain in the stomach before 
passing into the small intestine and .1N. HCL (pH 1.4) as the average stomach acidity it would en- 
counter. The mixture was slowly agitated during the fifteen minutes. To duplicate the intestinal 
conditions this synthetic gastric mixture was slowly alkalinized with sodium bicarbonate to pH 7.3 
and slowly agitated for two hours. pH 7.3 was selected as the average pH of the small intestine and 
two hours as the average time recuired for the theobromine to progress far enough down the small 
intestine for most of the absorption of the theobromine into the body to have occurred. The percentage 
of each form of theobromine dissolved after the gastric environment and after the gastro-intestinal 
environments was determined by filtering the mixtures and assaying the theobromine in the filtrates. 


Indicated Gastric Solubility | Indicated Intestinal SolubilitY 


; ic. | Percentage theobromine dis- 
Form of theobromine tested cues Savane ae solved after 15 minutes in 


N. HCL—pH 1.4 PH 1.4, a 2 hours 
in 
GHER INTESTINAL : 
SOLUBILITY INDICATES 29.07% 45.43% 
78.29% 
Iheobromine and So- 
dium Acetate 34.56% 53.99% 
EACH TABLET CONTAINS INDICATIONS and DOSAGE 
Hypertension, Angina Pectoris: One 
Theobromine Salicylate...... Grs. 6 tab 3 or 4 a day. Reduce 
Calcium Salicylate........... Gr. 1 
Myocardial insufficiency, cardiac 
Phenobarbital............... Gr. 4 edema, acute cardiac conditions: Two 
TCS Tablets are issued in bottles of to three tablets, 3 or 4 times a day. 
50 and 250 tablets each Reduce dosage with improvement 


wittiam Pp. 7 2244 & C0. INC. 
RICHMOND viIRGINIA 
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TEST FOR URINE-SUGAR WITH 


CLINITEST 


(A Tablet Copper Reduction Method) 


THE TEST: Simply add a Clinitest Tablet to proper amount of 
diluted urine. Allow for reaction, compare with color scale. 


ADVANTAGES: Quick—Simple—Convenient. No external 
heating—No flame needed—No complicated apparatus—No 


water bath—No powder to spill—No measuring of reagents. 


Available through your prescription pharmacy or medical 


supply house. 


Write for full descriptive literature. Dept. SM-2 


FOR PATIENT 


NC. 


ELKHART, INDIANA: 
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“Don’t rely too much on labels, 
For too often they are fables” 


—Spurgeon, C. H. 


Vague symptoms, particularly inthe marked increase Cup to 200%) in the 
early stages of diseases of the extrahe- _flow of bile of especially low viscosity. 


patic biliary tract, frequently mask the —‘The use of Cholan DH may frequently 
true condition, and delay much needed 


forestall the necessity for surgical in- 


therapy. 


tervention, by discouraging gall stone 


Free drainage through the biliary 
channels is the primary objective in such 
conditions. This may be accomplished 
most efficiently with Cholan DH (pure 
dehydrocholic acid—Maltbie}, not “ion of biliary tract. Use with caution in 
alone through evacuation of the gall- acute yellow atrophy, acute hepatitis, 
bladder contents—but particularly by a —_ eclampsia and progressive jaundice. 


formation and the entrenchment of in- 


fection. 


Contraindications: Occlusive obstruc- 


Supplied: in bottles of 100, 500 and 1,000 tablets of 334 gr. each; also in ampul 
form, as Cholan DH Sodium (Solution Sodium Dehydrocholate, in 20% con- 
centration), in either 3 cc. or 10 cc. ampuls, 6 to a box. 


THE MALTBIE CHEMICAL COMPANY + NEWARK, N. J. 


CHOLAN DH 


NOT CHOLAGOGIC, NOR CHOLERETIC—BUT HYDROCHOLERETIC 
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That is why more and more doctors are turning to 


VI-SYNERAL 


for a safety margin of vitamins, fortified with minerals 


MOTHERS 
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supplement patients’ 
diets with vitamins 
alone .... ? 


VITAMINS 


MINERALS 


are nutritionally 
coupled; both often 
are deficient in the 
average diet. 


VITAMINS: MINERALS: 


A-B,-B,(G)-C-D-E- Calcium, Phosphorus, 
Niacinamide and small iron, lodine, Copper, 
amounts of natural B Magnesium, Zinc, 
complex factors. Manganese. 


U. $. VITAMIN CORPORATION 
250 E. 43rd Street, New York 17, N. Y. 


Samples and literature gt 
upon request 


February 1944 
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Saint Albans Sanatorium 
RADFORD, VA. 


A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of nerv- 
ous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


DR. W. D. MARTIN 
DR. J. K. MORROW 
DR. J. P. KING (on leave to USNR) 


ALLEN’S INVALID HOME 


Established 1890 MILLEDGEVILLE, GA. 


For the treatment of 


NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings Brick, Fireproof — 
Comfortable — Convenient — Site High and Healthful 

E. W. ALLEN, M.D., Department for Men 

H. D. ALLEN, M.D., Department for Women 

Terms Reasonable 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL — 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For the General Surgeon 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 

u logy, gy logical surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients preoperatively 
and postoperatively and follow-up in the wards 
Postoperatively. Pathology, roentgenology, physi- 
cal therapy. Cadaver demonstrations in surgical 
anatomy, thoracic surgery, regional anesthesia. Op- 
erative surgery and operative gynecology on the 
cadaver. 


EYE, EAR, NOSE and THROAT 


A 3 months’ combined full-time refresher course 
consisting of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat 
on the cadaver; clinical and cadaver demonstrations 
in bronchoscopy, laryngeal surgery and surgery for 
facial palsy; refraction; roentgenology; pathology, 
bacteriology and embryology; physiology; neuro- 
v3 thesia; physical therapy; allergy; 
of pati preop ively and follow-up 
postoperatively in the wards and clinics. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 
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“On the whole,” says Carlson, “we 
can trust Nature further than the 
chemist and his synthetic vitamins.” 
The nutritional response obtained 
with natural Vitamin B Complex 
therapy cannot be duplicated by 
any combination of synthetic vita- 
mins, according to investigators. 
BEZON depends on Nature for 
its components—it is Whole Natural 
Vitamin B Complex, concentrated 
to high potency from natural sources 
—no synthetic vitamin factors are 
added. Only Whole Natural Vitamin 
B Complex contains all 22 B vita- 
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mins. In prescribing BEZON, the 
entire Vitamin B Complex is assured 
—an important fact inasmuch as 
Vitamin B deficiencies tend to be 
multiple. 

BEZON is the only Whole Natu- 
ral Vitamin B Complex which con- 
tains one milligram of natural thia- 
mine, two milligrams of natural 
riboflavin, together with all the re- 
maining members of the B com- 
plex, concentrated in one capsule or 
two tabules. 

Supplied in bottles of 30 and 100 
capsules; 60 and 200 tabules. 


Samples and literature available on request 


NUTRITION RESEARCH LABORATORIES - CHICAGO 


ETHICALLY PROMOTED—MADE BY THE MAKERS OF ERTRON 


*Trade Mark 
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The 


Cincinnati Sanitarium 


Ine. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
uipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 


H. P. COLLINS, Business Manager Va, Caden 


Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 


‘REST COTTAGE’’ College Hill, Cincinnati, Ohio 


equipped 
hydrotherapy, 
massages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 


Charles Kiely, 
M 


Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


No. 4, College 
Hill, Cincinnati, 


= 
a ~ For purely nerv- 
tional errors and 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Gradual 


Established in 1925 
Thoroughly id in hi i Bight departments—affording proper classification of patients. 
All outside rooms, attractively feeniehed’ Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in, each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overloo! 
the city, and d by of beautiful woodland. Ample provision made for diversion and hel 


Adeq night F day nursing service maintained. 
JAMES A. BECTON, M.D., Physician-in-charge 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


WALTER R. WALLACE 


S. N. BRINSON, M.D. 
M Business Manager 


ledical Director 


THE WALLACE SANITARIUM 


years in successful operation; just eight miles from the heart of the city, in a quiet syburb, occupy- 
Sanitarium is quipped for the a oe of drug addiction, 
and insulin therapy and is ideal 


alcoholism, nervous, and mental disorders, the care of patients requiring metrazol 
for convalescents. 
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THE TURNER - GOTTEN SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 
For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U. mc 70 (the Bristol Hi 
way). 53% acres of wooded land and rolling er ool B gy new and modern, inc —s > e latest equipment 


electro-shock, physical and hydrotherapy. Special e is laid upon P sale 
the supervision of a An ad fan o gives individ 7, ion to each patient. 


Cc. C. TURNER, M.D.. F.A.C.P., Neuropsychiatrist NICHOLAS GOTTEN, M.D., F.A.C.S., Neurosurgeon 


OO « 


ESTABLISHED I91I : RICHMOND, VIRGINIA 


9 For the Treatment of Nervous and Mental Disorders 
and Addictions to Alcohol and Drugs 


THE STAFF 


LITERATURE ON REQUEST 


Derr. FoR MEN DEPT. FOR WOMEN 
JAS. K. HALL, M.D. PAUL V. ANDERSON, M.D. 
ASSOCIATES 


©. B. DARDEN, M.D. EDWARD MH. WILLIAMS, M.D. 
SRNEST MH. ALDERMAN, M.D. REX BLANKING HIP, M.D. 
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For Patients With 
Alcoholic Problems 


--The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases. 


BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 


Drug and Alcohol Addictions 


pproved di ic and th thod. 
and Electro-shock in 


Special Department for General Invalid and 


Senile Cases at Monthly Rates. 


JAMES N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, 
Department for Men 
JAMBS N. BRAWNER, JR., M.D. 
Departm 


ent for Women 


“In the Mountains of Meridian” 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. Especially 

equipped for the treatment of MENTAL 
DISORDERS and those requiring BLEC 
TRO-SHOCK THERAPY. Convalescents, 
elderly people and mild chronic mental 
cases also admitted. 


Write P. O. Box 106 or Telephone 524 


Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric 
Association 


HOYE’S SANITARIUM 


: 
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HIGH OAKS St. Elizabeth’s Hospital 
SANATORIUM Richmond, Virginia 


STAFF 
Shelton Horsley, M.D., Gynecology 
9 Dougias ©. G. Chapman M.D., Internal Medicine 
Dr. Sprague’s Sanatorium MD.” Coneutant “in interna 
ustin I. Dodson, M.D., User 
artis M. Nelson, M.D. Urology 
An established private hospital of thirty beds which Fred M. Hodges, MD., Roentgenology 
treats selected cases of mental or nervous illness, > = sont. aN Roenigenology 
liquor or drug addictions, in surroundings sug: MD... 
gesting a private home rather than an institution. Visiti Staff 
Lovely large grounds. Separate building for men isting 
patients. All outside rooms. Generously ade- W. 
quate nursing care. Hydrotherapy. Active psycho- James P. Baker, Jr., M.D., Internal Medicine 
therapy individually applied. Psychoanalysis if Marshall P. Gordon, Jr., M.D., Urology 
indicated. Supervised occupation and recreation. Howell F. Shannon, D.M.D., Dental Surgery 
Rates on application, according to accommodations Administration 
desired. N. E. PATE, Business Manager 
and all of the fi bedrooms 
Address inquiries to: a Completely ‘air-conditioned 
School of Nursing 
DR. GEORGE S. SPRAGUE, Supt. The cal of Nursing is affiliated 
Telephone: 302 for a sone each in Pediatrics and 
etrics. 
Lexington, Kentucky dress: Di of Nursing Educati 


CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 
. . « Medical and Surgical Staff. . . 


General Medicine: — Obstetrics: 
James H. Smith, M.D. I. Dodson, M.D. H. C. Spalding, M.D. 
Hunter H. McGuire, M.D. Charles M. Nelson, M.D. W. Hughes Evans, M.D. 
Margaret Nolting, M.D. James M. Whitfield, M.D. 
John P. Lynch, M.D. Otol 

Orthopedic Surgery: Thomas E. Hughes, M.D. J. Lloyd Tabb, M.D. 
William Tate Graham, M.D. General Surgery: Dental Surgery: 

John Bell Williams, D.D.S. 
J T. Tucker, M.D. . Stuart McGuire, M.D. Guy R. Harrison, D.D.S. 
W. Lowndes Peple, M.D. 
Pathology: Webster P. Barnes, M.D. Ophthalmology: 


J. H. Scherer, M.D. Philip W. Oden, M.D. Francis H. Lee, M.D. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND, VIRGINIA 


ER G. BROWN, JR., M.D 
. ASHWOR MD. 


M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, Ill, M.D. 


Obstetrics: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Ophthalmology, Otolaryngology: 


W. L. MASON, M.D. 
Pediatrics: 


ALGIE S. HURT, M.D. 
CHAS. PRESTON MANGUM, M.D. 


Physiotherapy: 


MOZELLE SILAS, R.N., R.P.T.T. 


CHARLES R. ROBINS, M.D. 
STUART N. MICHAUX, M.D. 
A. STEPHENS GRAHAM, ers 
CHARLES R. ROBINS, JR., 


M.D. 
P. GORDON, JR., M.D. 
Oral Suegerys 
GUY R. HARRISON, D.D.S. 


ology 
REGENA BECK, M.D. 


R. A. BERGER, M.D. 


Executive Director: 
HERBERT T. "WAGNER, MLD. 


CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 

It is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza- 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable 
nurses, divided into day and night shifts, assuring to every patient constant service through each 
of the twenty-four hours of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. WILL CAMP, M.D. 
Founder Medical Director 
NASHVILLE R. F. D. No. 1 TENNESSEE 


Reference: The Medical Profession of Nashville 


|_| 
Medicine: 
ALEXAND 
OSBORNE 
Roentgenology and Radiclogy: 
FRED M. HODGES, M.D. 
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\W OBSTETRICS 


(H. W. & D. Preparation of Corpus Luteum) 


Lutein Extract is indicated in obstetri- 
cal complications, especially threatened 
and habitual abortion.* Injections of 
Lutein Extract in adequate dosage inhibit 
uterine contractions. 

A controlled clinical study showed 
that patients receiving Lutein Extract 
were carried to delivery in a high per- 
centage of cases as compared with those 
not treated with Lutein. In these cases 
it may be given intravenously. There 
were no untoward reactions when rela- 
tively large doses were given by the 
intravenous route. 


Lutein Extract in smaller doses is also 
administered intramuscularly in nausea 
and vomiting of pregnancy and in reliev- 
ing the symptoms of ovarian insuffi- 
ciency. 

Lutein Extract is supplied in 3 c.c. and 
1 c.c. size ampules, packed in boxes of 
10 or 100 ampules. 

Literature and natural color illustra- 
tions will be sent to physicians on re- 
quest. 

*Drs. Frederick H. Falls, George H. Rezek and 


S. T. Benensohn, Surgery, Gynecology and Ob- 
stetrics, September, 1942, Vol. 75, pp. 289-299. 


HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore, Maryland 
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‘EFFECTS OF THE ACCELERATED PRO- 
GRAM OF MEDICAL SCHOOLS ON 
FACULTY AND STUDENTS 
AFTER EIGHTEEN MONTHS’ 
EXPERIENCE* 


By Stantey E. Dorst, M.D.* 
Cincinnati, Ohio 


I would prefer to use the traditional preroga- 
tive of the essayist and, having been scheduled 
to speak on one subject, quietly substitute an- 
other which imposes less restraint upon the free- 
dom of my imagination. Rather than discuss 
the effects of the accelerated program as based 
upon 18 months’ experience, I would choose to 
speculate upon its probable effects on faculty 
and students during the 18 months or even the 
36 months ahead. The first subject calls for a 
critical assay based upon experience; in other 
words, it asks for factual information. The 
second, the one of my choice, offers a beautiful 
opportunity to anticipate the probable unfor- 
tunate results of this acceleration when further 
prolonged, and to marshal argument against it 
based upon opinions and assumptions. It is much 
more fun to prophesy than to examine facts, es- 
pecially when there happens to be a paucity of 
facts, the situation in this instance. I will try 
to hold to my subject, but should some of you 
detect me in the process of slyly polishing up the 
crystal ball, please bear with me. The tempta- 
tion is great. 

What is the accelerated program of medical 
education? In the fall of 1941, in response to a 
request from the Medical Departments of both 
Army and Navy, the Association of American 
Medical Colleges proposed that the member 
colleges consider the possibilities of accelerating 


*Read in Section on Medical Education and Hospital Training, 
Southern Medical Association, Thirty-Seventh Annual Meeting, 
Cincinnati, Ohio, November 16-18, 1943. 

TDean, University of Cincinnati College of Medicine. 


the medical courses as conducted in the schools 
of the country with the intent of providing phy- 
sicians more rapidly to the armed forces. Early 
in 1942, the Association was called in special 
session and as the result of that meeting the med- 
ical schools went about the business of recasting 
the curriculum in each institution in order that 
students might be graduated in 36 months from 
the day of matriculation as freshmen. This has 
been accomplished by discontinuing the long 
summer vacation, running classes throughout the 
year and admitting a new class every nine 
months. Special holidays are reduced to a mini- 
mum and a short recess, usually two weeks, is 
allowed between the major nine months sessions. 
The program is not exactly identical in all insti- 
tutions, but with only minor differences the pat- 
tern just sketched holds throughout the 76 
schools of the nation. There is no fundamental 
change in course content nor in the length of 
semester hours; the acceleration is accomplished 
by speeding up the program and not by shorten- 
ing it. 

But this is not all. The premedical student 
is also on an accelerated curriculum. Until the 
war is over, a minimum of 80 per cent of all in- 
coming medical students will be sent to medical 
schools from the special service training units. 
The Army will send 55 per cent of each fresh- 
man class selected from A.S.T.P., and the Navy 
will provide 25 per cent from the V-12 units. 
The remaining 20 per cent will be made up of 
women and 4-F males. If there are not enough 
in these two categories to complete the class, 
the Army and Navy will provide the remainder 
on an equal basis. The premedical training 
given to men in these service units, and carried 
on in selected universities and colleges, is highly 
concentrated. The Army will prepare its candi- 
dates in 15 months from high school graduation; 
the Navy will take 18 months. According to this 
program, it will be possible, should the war last, 
for a student to go from high school to gradua- 
tion from medical school in 51 months: a proce- 
dure which in peace times has required from 
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seven to eight years. You will now understand 
why I suggest that speculation regarding the 
future effects of this program might be more 
interesting and perhaps more profitable than con- 
sideration of the observed effects resulting from 
its rather brief existence. 

Has the accelerated program had any detri- 
mental effect on the faculty and therefore on 
the teaching of medicine in our colleges? Un- 
fortunately, it has, but the harmful effect cannot 
be ascribed to acceleration alone. It is my honest 
opinion that the faculties would have taken the 
increased load in stride and that it would have 
been entirely harmless had acceleration been im- 
posed on a normal peace-time faculty. How- 
ever, acceleration of the teaching program and 
depletion, wholesale depletion, of our faculties ar- 
rived simultaneously. Especially in the clinical 
years have the departments been stripped of 
their teaching strength. 

More than 60 per cent of the active teaching 
staff of the clinical departments in the College 
of Medicine, University of Cincinnati, is in the 
military service. These men are the young, high- 
ly trained clinicians, the group we have been 
carefully developing and building up in the past 
ten years. An analysis of one department, in- 
ternal medicine, will give insight into the serious- 
ness of this situation. In 1940, the department 
of medicine had a staff of seven salaried teachers 
devoting full time to the department, nine sal- 
aried men devoting approximately one-half time 
to the department, and six teaching fellows. To- 
day the department has three full-time and four 
half-time men left, and there are no teaching 
fellows. The staff of volunteer clinicians who 
round out the department has been critically 
reduced, and the hospital resident staff in medi- 
cine has been cut to 50 per cent of the 1940 
figure. 

The other clinical departments have been de- 
pleted in like manner. Those who remain face 
a thankless task and teaching is only part of it. 
They must carry also the complete responsibility 
for medical care of patients in the Cincinnati 
General Hospital, with its 950 beds, and in the 
Children’s Hospital, with its 300 beds. Both 
teaching and hospital duties run the year around 
and because there is insufficient man-power, 
doubling up in order to provide adequate time 
for vacation periods is impossible. Furthermore, 
the stimulating, catalyzing effect of research has 
been lost in large part. There is much research 
activity, but these investigations deal almost 
entirely with problems growing out of the war 
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and therefore are narrowly restricted to limited 
fields. 

The pre-clinical teachers are more fortunate 
than their colleagues. Their departments, though 
by no means intact, are adequately staffed at 
least in this school. Moreover, the pre-clinical 
teachers for the most part still have a break in 
the continuity of their teaching programs. For 
a semester, or at least for a semi-semester out 
of each 9-month term, they are free of teaching 
and, if we except the department of pathology, 
they have few if any hospital responsibilities. 
Their research activities have not been complete- 
ly realigned to meet military needs, since many 
of the war problems fall naturally into their 
several fields of normal investigation. 


In brief, then, I would say that the pre-clinical 
faculty, though pushed, is not as yet crippled by 
the present program, but the clinical faculty 
is badly crippled by the combination of accelera- 
tion and depletion of man-power. As the war 
drags out, we may be certain that the clinical 
teaching will show early signs of deterioration 
and that this will be followed later by disintegra- 
tion in the pre-clinical instruction. There is 
every reason to believe that the flow of men 
from medical school faculties into the armed 
services will continue. The avowed policy has 
been designed to prevent this, but there is no 
way to hold a man to his teaching post if he 
feels he is needed in active military service and, 
despite the stated policy, he is too frequently 
approached by the officer-procurement service 
in an attitude of “Sign up, you slacker.” 

The deflection of members of the clinical fac- 
ulties into the Army and Navy has slowed down 
in the past few months because the reservoir of 
acceptable men under age 40 has been almost 
exhausted. However, the pressure upon the pre- 
clinical men is mounting. The problem is stated 
in the old law of diminishing returns. The de- 
pletion of medical school faculties has reached 
a critical point in most schools. If carried fur- 
ther, we may be certain that the accelerated 
program, in fact any program for the training of 
physicians, will break down. 

Now what about the second part of our sub- 
ject, the effect of acceleration upon the student? 
Obviously this problem cannot be divorced from 
the one we have just discussed, for the student 
suffers when the teaching and the hospital prac- 
tice in university hospitals deteriorates. If we 


consider only the more direct effects of the 
accelerated program upon the student, I must 
say that, to date, they have not been harmful as 
far as one can ascertain. Last spring most med- 
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ical educators reported a distressing apathy 
among students in the last two years of medicine, 
but this let-down stemmed in large part out of 
confusion arising from their uncertain military 
and financial status. The men were in the Army 
in theory, but not in fact. The long summer 
vacation had been discontinued and a very sig- 
nificant opportunity to earn much needed money 
by summer work had disappeared. True, the 
Government made loan funds available to med- 
ical students, but the amounts were inadequate 
and these lads found themselves accumulating 
an ever-increasing indebtedness to be paid off in 
the insecure future to follow their military serv- 
ice. In July, all physically qualified male stu- 
dents were placed on active military status and 
their financial worries disappeared. Since that 
time, there has been a gratifying improvement 
in general attitude, and they are hard at work. 

I am also happy to report that there has been 
no evidence of increased illness in the student 
body which might be attributed to overwork. 
True, this program, with its increased stress, has 
been in effect for only 18 months, and it may 
be early to assume an optimistic attitude, but I 
believe they can take it without untoward results 
if acceleration could be limited to the medical 
course. I am frankly concerned about the effect 
of acceleration on the younger students who are 
now under intensely concentrated premedical 
instruction. One fears that these men may 
enter medical school inadequately prepared and 
stale from overwork. Students so handicapped 
may be expected to give a much less satisfactory 
_ account of themselves when subject to the heavy 
load of an accelerated medical course. I can see 
little reason for this speeding-up of the pre- 
medical program. It cannot produce more doc- 
tors and its only achievement will be the pro- 
duction of younger doctors. Regardless of the 
tempo of premedical education, the medical 
schools of the nation can accept only 7,500 
students every nine months. This is an ab- 
solute “bottleneck” and it cannot be ex- 
panded since all schools have already increased 
their student bodies to the maximum number 
which can be accommodated by the several phys- 
ical plants. A more deliberate and thorough 
premedical training would in no way lessen the 
number of physicians to be graduated during 
the war years. Instead they would surely be 
better physicians and the loss because of failure 
in medical school would undoubtedly be appre- 
ciably smaller. 

Now some may say that I am reactionary in 
my attitude and unwilling to cooperate at a time 
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when the national emergency overshadows all 
other considerations. I would refute any such 
criticism. I have been asked to discuss the 
effects of the accelerated program for medical 
education upon faculty and students, and I have 
not been asked to condemn or justify it. I have 
not in my possession the facts which will permit 
me to do either. The overall picture is so huge, 
the data necessary for criticism are available 
only to the military authorities, and my own 
viewpoint is therefore so myopic that it would be 
an impertinence for me to attempt to sit in judg- 
ment upon the program. I have tried to report, 
as objectively as possible, what I observe to be 
the results of this program. I urgently implore 
that those who have the facts and who are in au- 
thority consider most critically the absolute 
need for further depletion of medical faculties 
before irreparable damage has been done to the 
schools of medicine. I urge that the overall ef- 
fects of acceleration, both premedical and medi- 
cal, be constantly judged in terms of the end to 
be accomplished. I can assure you that the 
medical faculties in this country, willingly and 
gladly, will continue to do the very best job of 
work possible under the conditions imposed by 
military necessity. 

In closing, may I ask for a more honest and 
realistic attitude toward medical education un- 
der war conditions. The slogan “No reduction 
in standards of medical education” has been car- 
ried aloft and acclaimed by many who should 
know better. These things have happened to 
medical education: an accelerated program has 
been adopted which attempts to accomplish in 
51 to 54 months what has previously been done 
in seven to eight years; the student body 
throughout the nation has been increased by ap- 
proximately 12 per cent; the medical faculties 
have been depleted to a most dangerous extent; 
the internship has been reduced to nine months; 
only a small number of young physicians will 
be permitted to continue in graduate resident 
training, and most of these will have such train- 
ing limited to nine months, while a few will be 
continued in residency for 18 months; the 
teaching hospitals will therefore be critically un- 
derstaffed. 

Can any serious critic of medical education 
consider these statements of fact and then talk 
of “holding the line?” To do so is sheer non- 
sense. Standards have already been lowered 
and they will continue to fall. Let us at least be 
realistic about the problem. Let us accept the 
results of this devastating war and try to assay 
them critically, not ignore them. Only through 
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an awareness that many men will return from the 
war with a medical education necessarily sub- 
standard can we plan and organize a post-war 
program devised to offset the handicap of inade- 
quate training. 


THE ELIMINATION OF ABDOMINAL CO- 
LOSTOMY AND OTHER INTESTINAL 
FISTULAS* 


By W. Wayne Bascock, M.D. 
Philadelphia, Pennsylvania 


No abnormality left after operation upon the 
large intestine gives the patient so much an- 
noyance and embarrassment as an intestinal 
opening on the anterior abdominal wall. It dis- 
locates the patient’s normal routine, requires 
many hours of special attention, inflicts an in- 
feriority complex of being one objectionable to 
those with whom he associates, and handicaps the 
possessor for many pursuits of life. An open 
enterostomy is a bar to marriage, and may ex- 
clude a patient from a desirable occupation or 
the practice of a profession, and even lead to 
suicide. Commonly it is left after the conven- 
tional Miles resection of the lower part of the 
colon for malignant disease. It is the usual but 
often unnecessary surgical procedure for the re- 
lief of an obstruction due to ineradicable in- 
testinal cancer. Occasionally it follows a partial 
or complete colectomy for ulcerative colitis or 
is considered necessary to give a degree of re- 
lief from diverticulitis of the colon. It may 
follow a strangulated hernia or result from a gun- 
shot or other abdominal injury. In removal of 
the right kidney the duodenum has in some in- 
stances been included in ligation of the renal 
pedicle, with a resultant very troublesome duode- 
nal fistula, which surgeons often considered 
incurable before fine, non-irritating, metallic 
sutures came into use in intestinal surgery. In 
removal of the left kidney, the sigmoid or de- 
scending colon likewise may be damaged, with 
very troublesome fistulous formation. From 
peritonitis, localized abdominal abscesses, strang- 
ulated hernia, and from wound complications 
after operation upon the biliary system and other 
intra-abdominal organs, a discharging fistula 


*Read before American Therapeutic Society, Forty-Fourth An- 
nual Meeting, Cincinnati, Ohio, November 15, 1943, meeting con- 
jointly with the Southern Medical Association at their Thirty- 
Seventh Annual Meeting, Cincinnati, November 15-18, 1943. 

*From the Surgical Department of Temple University, Phil- 
adelphia. 
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through the anterior abdominal wall may occur. 
Heavy irradiation, by radium or x-ray, of ab- 
dominal or pelvic organs, as in the treatment of 
carcinoma of the uterus, leads with increasing 
frequency to such serious necrosis, ulceration and 
stricture of the rectum, sigmoid, or occasionally 
of a loop of small intestine that a colostomy or 
enterostomy is performed. From a chronic gran- 
ulomatous disease of the intestinal tract, as 
tuberculosis or actinomycosis, from regional en- 
teritis but rarely syphilis, an abdominal fistula 
is a common complication. In lymphopathia 
venereum a sigmoidostomy is often performed 
to relieve the patient from symptoms due to the 
much ulcerated and strictured rectum. Rarely a 
child is born with such extensive defect of the 
rectum or other portion of the bowel that a 
colostomy is considered necessary. In nearly 
all of these conditions a permanent abdominal 
colostomy can be avoided unless the underlying © 
disease is progressive and ineradicable. Even 
then it may be possible to eliminate the colos- 
tomy or abdominal fistula and to give the pa- 
tient a decided degree of relief during the months 
or years of life remaining. Thus, with a physi- 
cian who had been unable to practice because 
of a colostomy with which he had been left when 
it was found that he had carcinoma of the sig- 
moid adherent to the underlying iliac vessels, as- 
sociated with beginning metastatic nodules in the 
liver, it was still possible to resect the cancerous 
sigmoid with a one-stage, end-to-end anastomosis 
six months after the colostomy had been per- 
formed. The patient then was able to resume 
practice for nearly seven months in relative com- 
fort. 

Colostomy frequently is used as a palliative 
treatment for advanced ineradicable carcinoma 
when the patient would live as long and be much 
less repulsive to himself and to his friends if sim- 
ply treated by a low residue diet and the admin- 
istration of such sedatives as may be required to 
relieve his pain. 

Colostomy is most frequently employed in re- 
sections of the pelvic colon or rectosigmoid for 
carcinoma. The formation of a colostomy is con- 
sidered, by the majority of surgeons, essential for 
best results. In 1930 the author began to doubt 
the truth of this belief, and since that time has 
practically eliminated a permanent colostomy in 
any case in which the malignancy was removable. 
In about 500 patients operated upon for eradi- 
cable carcinoma of the small or large intestine 
but one patient remains with the abdominal 
opening not closed or in process of closing. With 
few exceptions the operation for carcinoma of 
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the pelvic colon or anus has been performed in 
one stage, with a procedure as radical as the 
Miles procedure, but the sigmoid liberated and, 
if necessary, also the descending colon, and 
brought downward through the perineum, the 
abdominal wound being entirely closed. A large 
proportion of these patients has been left with 
functional anal sphincters. However, of those 
in whom it has been necessary to remove the 
sphincter muscles because of possible invasion 
by the disease, none has asked that the perineal 
opening be transferred to the abdominal wall. 
Many are able to go without protective pad 
much or all of the time, although most find it 
desirable to empty the colon completely by a 
quickly acting laxative every third or fourth day. 
The advantage of a perineal opening, however, 
has been shown best in over 30 patients in whom 
a preformed abdominal colostomy has been elim- 
inated, commonly by the transference of the 
terminal end of the abdominal colon to the per- 
ineum. Such patients, even without sphincters, 
have found the perineal opening to be more ef- 
fective, more convenient to care for, to require 
less attention, to have less discharge of offensive 
gas than the abdominal opening, and also to pro- 
vide a better sense of an impending defecation. 

Better to illustrate the feasibility of eliminat- 
ing a colostomy or other intestinal opening, a 
series of illustrative cases will be shown by 
kodachrome photographic slides. 

(1) The first series shows the large section of 
cancerous rectosigmoid removed, the scar from 
the abdominal incision, and the viable stump of 
sigmoid projecting from the split and healed 
anus one week after operation, together with the 
final appearance after the redundant sigmoid 
has been burned off flush with the perineum, 
leaving what resembles a normal perineum at the 
end of a few weeks. 

(2) An infant at six months, with congenital 
abscence of anus and much of the rectum, a 
double-barreled colostomy having been _per- 
formed twelve hours after birth. The terminal 
rectosigmoid ends in the posterior wall of the 
bladder, and the colostomy openings require 
separation to prevent fecal materials from en- 
tering the bladder. At the age of five years 
the terminal rectum has been separated from 
the bladder and removed, and the opening in the 
bladder closed. The end of the sigmoid has been 
brought through the perineum, forming a nearly 
normal-appearing anus, and the abdomen is com- 
pletely closed. 

(3) A physician with a well formed abdominal 
colostomy from a Miles operation, which inter- 


BABCOCK: INTESTINAL FISTULAS 67 


fered with practice on account of offensive 
gaseous discharge when he would bend over to 
examine a patient. The colostomy was trans- 
planted from midabdomen through the scar in 
the perineum, with relief from the discharge of 
gas and the need of frequent enemas. The pa- 
tient left the hospital twelve days after opera- 
tion. 

(4) A woman of 49 years, left with an ab- 
dominal colostomy after two ineffectual attempts 
to remove a carcinoma of the rectum. The 
rectosigmoid with the colostomy capped by pro- 
tective gauze and rubber dam is shown being 
brought through the perineum. The abdomen, 
after the previous scars and closure, and the 
specimen removed, are shown. 

(5) A man of 67 years, who had an enormous 
prolapse of intestine through his colostomy open- 
ing eleven years after a modified Miles type of 
operation. The greatly hypertrophied protrud- 
ing bowel was removed, the sigmoid end pulled 
through an incision in the scar about six years 
ago. The patient has not been troubled by 
fecal soiling, despite the absence of sphincters, 
since the transfer. 

(6) Physician invalided by a colostomy for 
advanced adherent carcinoma of the rectum and 
metastasis to the liver. The colostomy, adjacent 
scar and diseased segment of bowel were resected 
en masse, as shown, with end-to-end anastomosis, 
after which the patient was able to return to his 
practice for seven months, dying after about 
twelve months without recurrence of a rectal 
obstruction. 

(7) A woman 26 years of age had the rectum 
largely destroyed from heavy irradiation for can- 
cer of the uterus. Colostomy was performed, 
and the patient desired this removed as a re- 
quisite to marriage. The strictured and ulcerated 
rectum was removed, and the colostomy trans- 
ferred, as shown, through the split sphincter 
muscles, with satisfactory result. The patient 
married, dying about two years later from re- 
currence of her malignancy. 

(8) A colored domestic aged 23, handicapped 
for obtaining employment by a colostomy per- 
formed for an advanced lymphogranulomatous 
ulceration and stricture of the rectum. The 
lymphogranulomatous rectum was excised and 
healthy sigmoid brought down through the peri- 
neum, with recovery. 

(9) A young man of 18 had an acute intes- 
tinal obstruction with fever, treated by Miller- 
Abbott tube, which was finally passed through 
the entire alimentary tract. After two weeks 
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the patient, tiring of the treatment received, re- 
turned home, and shortly afterward entered an- 
other hospital, where a large appendical abscess 
was found. When this was drained an opening 
in the cecum, followed by prolapse of this por- 
tion of the colon, developed. A few weeks later 
a second obstruction occurred, for which a 
rather high ileostomy was done on the left side. 
For eighteen months the patient continued to 
return to the hospital from time to time to obtain 
relief from the intense excoriation of the skin 
and from the two discharging intestinal fistulas, 
shown at the time he entered our service. While 
it has been difficult to close these fistulas with 
catgut or silk sutures, excellent results may be 
obtained by the use of fine alloy steel wire. For 
the very irritating small intestinal fistula it was 
not necessary to open the abdominal cavity, but 
simply to liberate and invert the edges of the 
ileum with a few fine wire sutures. This was 
done soon after his admission. About a week 
later the large opening in the cecum was closed 
by suture and the prolapsed bowel reduced;. and 
about two weeks after this the hernia which had 
formed in the right abdominal wall was likewise 
satisfactorily closed with buried layer sutures of 
fine wire as shown. 

(10) When a small intestinal fistula develops 
in an infected abdominal wound we had pre- 
viously found it necessary to wait several weeks 
or months until the wound showed healthy gran- 
ulations and was relatively clean before suture 
of the intestine could be made successfully with 
catgut or the other suture materials then used. 
With wire sutures it is often possible to close the 
opening in the early, inflamed and suppurative 
state. This is illustrated by the patient shown, 
who came on my service eleven days after an 
operation for supposed biliary disease. An ap- 
pendical abscess was found and a postoperative 
high intestinal fistula developed. The edges of 
the bowel were promptly inverted and sutured 
with fine alloy steel wire, despite the presence of 
suppuration and surrounding necrosis, without 
further leakage of the very erosive bowel con- 
tents. 

(11) An elderly woman, aged 67, had been 
operated upon for strangulated hernia. A per- 
sistent secondary fecal fistula followed. Opera- 
tive exposure of the opening in the bowel with 
closure using 36 alloy steel wire interrupted 
sutures was followed by permanent union. 


(12) Mr. E. Z., 26 years of age, had to be 
operated upon for ulcetative papillary colitis, 
with resection of the cecum, part of the ascend- 
ing colon and part of the ileum, followed by a 
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proctectomy. The remaining opening in the 
abdomen contained ends of the ascending colon, 
the ileum and the descending colon. An end-to- 
end ileocolorrhaphy and a transfer of the termi- 
nal sigmoid to the perineum eliminated the ab- 
dominal openings and provided a satisfactory 
perineal anus. 

(13) Mrs. H., aged 53 years, had a residual 
intestinal fistula from an abdominal operation 
for carcinoma one year before admission. A re- 
section of 270 cm. of ileum and 17 cm. of cecum 
and ascending colon, with end-to-end anastomo- 
sis, gave a very satisfactory result with elimina- 
tion of the abdominal colostomy. 

(14) Mrs. H., 69 years old, weighing 300 
pounds, had a Mikulicz operation upon the 
transverse colon followed by eventration, for 
which she had been bedfast for one year. Two 
adult fists could be introduced into the enormous 
colostomy opening. The great cavity was packed 
with iodized gauze, and the opening closed by 
suture. The abdomen was then opened and the 
large mass excised, with an end-to-end, single 
clamp, aseptic anastomosis of the uninvolved 
ends of the transverse colon with primary union 
and recovery. 

(15) Mrs. L., 30 years of age, had an ab- 
dominoperineal proctosigmoidectomy for carcino- 
ma of the rectum two years previously, and was 
greatly annoyed by the colostomy. This was 
transferred to the perineum, the abdomen being 
closed with primary union. 

(16) Mrs. J. M., aged 56, had had a Mikulicz 
resection for carcinoma of the sigmoid, followed 
by recurrence in the bowel ends and in various 
parts of the abdominal wall, with the formation 
of a colonic abdominal fistula. A large area of 
the abdominal wall with the contained fistula, 
and a wide section of the underlying sigmoid 
were excised en masse, with aseptic end-to-end 
anastomosis over a single clamp. Primary union 
followed. 

(17) Mrs. M. P., 37 years old, had developed 
an excoriating free watery vaginal discharge after 
vaginal hysterectomy by the clamp method. 
Local measures gave no relief. Apparently one 
of the clamps had pinched the small bowel and 
produced an enterovaginal fistula. Abdominal 
incision disclosed a small tube-like structure 
running from the ileum to the vaginal vault. This 
was excised and the opening in the bowel closed 
with 36 alloy steel wire sutures. A rapid, un- 
complicated convalescence followed. 


(18) Mrs. V. M., aged 42 years, was referred 
to our service for troublesome watery leukorrhea 
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following a difficult proctosigmoidectomy for 
carcinoma. Examination showed the discharge 
to consist largely of urine, and the left ureter to 
be impervious to the catheter 7 cm. above the 
bladder. The divided left ureter was liberated 
and its end anastomosed into a drawn-up section 
of bladder. The patient recovered from the 
operation without secondary leakage. 

The cases shown illustrate types of postopera- 
tive colostomy and related intestinal and other 
fistulas which give the patient much physical 
and mental discomfort, but which may be elim- 
inated by operative procedure. 


NONMALIGNANT INTESTINAL 
OBSTRUCTION* 


By M. J. Henry, M.D. 
Louisville, Kentucky 


Intestinal obstruction due to nonmalignant 
causes differs so widely from that due to neoplas- 
tic disease that I have chosen to confine my 
study to those cases in which tumor formation 
does not play a part. 

In recent years, the methods of dealing with 
intestinal obstruction the result of cancer have 
become fairly well standardized and a consid- 
eration of such cases does not embrace such a 
wide field for discussion. 

Blockage of the intestinal tract due to non- 
malignant causes is much more dramatic in its 
onset, is usually complete and demands a va- 
riety of measures to combat it. In it the condi- 
tion of the bowel wall not only at the site of 
the obstruction, but also above the site, plays an 
important role in the end result. 

Several years ago the writer made a study of 
the cases of nonmalignant obstruction to the 
intestinal tract observed by Dr. Irvin Abell, Sr., 
and himself. He found the mortality rate very 
high and expressed the hope that the more gen- 
eralized use of tubal decompression of the intes- 
tinal tract would effect a marked decrease in that 
rate. Since that time forty-three cases have been 
added. The hopes, then expressed, have not been 
fully realized. 

Unless one looks at his own record critically, 
he is prone to be too complacent and feel that 
his results are better than a close study would 
prove them to be. So many cases are seen when 


*Read in General Clinical Session, Kentucky and Ohio Day, 
Southern Medical Association, Thirty-Seventh Annual Meeting, 
Cincinnati, Ohio, November 16-18, 1943. 
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any operative measures are very hazardous, that 
a fatal outcome fails to make a deep impression 
upon the surgeon, and as a consequence, he is 
unaware of the high percentage of fatal cases 
in his own work. 

In this study only the cases demanding opera- 
tive relief are considered. To them have been 
added the records of five patients not operated 
upon who died soon after admission to the hos- 
pital, and upon whom necropsies were done. 

Cases of partial obstruction treated conserva- 
tively have net been considered. The serious- 
ness of this lesion is clearly shown in Table 1. 

Very often the sole diagnosis one can make 
prior to operation is that an obstruction is pres- 
ent, leaving the determination of the cause to ac- 
tual inspection of the opened abdominal cavity. 
Table 1 shows how varied the causes can be. 


The diagnosis of obstruction is based upon 
(1) history, (2) physical findings, and (3) lab- 
oratory. The most important is the physical ex- 
amination. Consideration of the history should 
direct one’s attention to pain and vomiting. 
Practically all cases of mechanical obstruction 
have pain which is acute, usually rhythmic, and 
follows the same course in each paroxysm. 


Number of Cases with Satisfactory 


Records 219 
Number of deaths 67 30.6 per cent 
Number of Operative Cases................ 214 
Number of Operative Deaths............. 62 
An Operative Mortality of.................. 29 per cent 


CAUSES OF OBSTRUCTION 


Deaths’ Rate 
Per Cent 
Adhesions 60 15 25 
Adhesive Bands ............-.. 38 11 29 
External Herniae ....................... 73 15 20.5 
Volvuli 12 6 50 
Gallstone Obturation .................... 8 6 75 
2 1 50 
13 6 46 
Tuberculosis 3 1 33.3 
Mesenteric Thrombosis .................. 3 2 66.6 
Diverticulitis of Sigmoid .............. 2 1 50 
Regional Enteritis .......................... 1 0 
Imperforate Anus 1 0 
Cause Not Determined 3 3 100 
Table 1 
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Vomiting may be an early or a late manifesta- 
tion. The higher the obstruction the earlier its 
appearance. Obstruction in or near the colon 
may be present for days before emesis occurs. 
At first the vomitus consists of stomach con- 
tents; soon thereafter, it presents the character- 
istic fecal odor. 

The physical examination of the abdomen 
must be thorough. First of all, uncover the pa- 
tient from the nipples to the mid-thighs. This 
may seem an exaggeration, but on two occasions 
we have seen patients referred by prominent 
internists who have overlooked evident femoral 
herniae. 

The physical examination should consider the 
presence of: 


(1) External herniae 
(2) Operation scars 
(3) Distension 

(4) Visible peristalsis 
(5) Masses 

(6) Tenderness 


External herniae are usually evident to inspec- 
tion, but it must be remembered that a hernia 
may be reduced but carry with it the constricting 
peritoneum, thus leading one to believe that the 
hernia is no longer incarcerated when in reality 
the strangulation is still present within the abdo- 
men. It must be remembered, also, that in obese 
individuals, no protrusion can be seen in many 
patients having femoral herniae. 

Operative scars immediately put one on his 
guard when an obstruction might exist, and 
should lead to an early operation with a low 
mortality rate. 

In our series distension was present in a high 
percentage of cases, but this finding is of little 
aid in a differential diagnosis. 

Visible peristalsis is an important finding, but 
is often absent. It is found chiefly in the thin 
individuals who are not greatly distended. 

Palpation will often reveal the presence of a 
mass which is of particular value in determining 
the presence of a volvulus or in intussusception. 

Tenderness is of questionable value. When 
definite, one fears extensive changes in the bowel 
wall at and above the site of the obstruction. 

The laboratory is of little aid in the diagnosis 
of acute intestinal obstruction. The blood will 
show increased concentration as evidenced by 
high hemoglobin values and a marked increase 
in the number of red cells. 

The more persistent the vomiting the higher 
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will be the concentration. In all cases there will 
be a moderate or high leukocytosis. If high, one 
should fear some complication. 

An increase in the nitrogenous elements of the 
blood may be indicative of obstruction. This 
finding is of particular value in cases of partial 
obstruction or those that have been slow in their 
onset. 

The urine will show a high specific gravity 
and possibly the presence of acetone. The blood 
and urine findings are the result of dehydra- 
tion. 

The roentgen ray is of some value in doubtful 
cases of obstruction. Examinations should be 
made in the erect and supine positions when 
possible. 

Films made with the patient in the standing 
position or in semi-reclining posture will, in 
cases of obstruction in the small intestine, show 
tiers of fluid levels capped by gas. Films made 
in the supine position are an aid in determining 
the quadrant of the abdomen which is the site of 
the obstruction, and thus are a distinct aid in 
guiding the surgeon in his choice of site for the 
incision. 

The small intestine is rarely involved in the 
distension when obstruction occurs in the colon. 

In the x-ray examination barium should never 
be given by mouth, and should be introduced 
into the rectum with great caution, for it may 
convert a partial obstruction into a complete 
one. 

The mortality rate is dependent upon the sur- 
gical measures required, and these are usually 
dependent upon the interval between onset and 
surgical intervention. The old saying that the 
“mortality of intestinal obstruction is the mor- 
tality of delay” is, in a measure, correct. The 
two conditions carrying comparatively low mor- 
tality rates are those that are easily recognized, 
namely: external herniae, and obstructions fol- 
lowing previous operations. An abdominal op- 
erative scar prompts the family physician to seek 
immediate surgical help. 

In our series there were 159 records showing 
the number of hours between onset and opera- 
tion. More than 70 per cent of these showed 
that period to be more than 24 hours. The fol- 
lowing table shows the time elapsing between the 
onset of the obstruction and the operation: 


Less than 24 hours. 46 
From 24 to 48 hours 38 
From 2 to 5 days. 45 
More than 5 days 30 
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Usually operation should be undertaken at the 
earliest possible moment after admittance to the 
hospital. That moment will depend on the pa- 
tient’s condition. The first efforts should be di- 
rected towards combating the dehydration, re- 
storing the electrolytes of the blood, and decom- 
pression of the bowel above the point of obstruc- 
tion. Infusions of glucose in saline solution, and 
transfusion of whole blood or plasma will accom- 
plish the first end; while the trans-nasal passage 
of a Levin tube to the stomach or upper intestinal 
tract will aid in the securing of decompression 
of the distended bowel. 

The satisfactory passage of a Miller-Abbott 
tube is often difficult and much valuable time 
can be lost in trying to obtain an evacuation 
above the obstruction. It should not be used on 
cases entering the hospital with an obstruction. 
The Miller-Abbott tube finds its greatest use- 
fulness in those obstructions which occur in 
the hospital following operations for inflamma- 
tory lesions. 

The overcoming of vomiting and distension 
by means of tubal decompression may be mis- 
leading and cause one to neglect to operate when 
vascular changes are present in the bowel wall. 
If the successful passage of a Miller-Abbott tube 
is not soon followed by a bowel movement in- 
dicating an overcoming of the obstruction, such 
treatment should be abandoned and operation 
resorted to. 


The seriousness of the operation done for in- 
testinal obstruction will depend upon the meas- 
ures required for its relief. When injury to the 
intestinal wall at the site of and above the ob- 
struction is present, more radical measures are 
indicated and the more radical the operation the 
higher the mortality rate. Simple release of the 
intestine when bound by adhesions is followed 
by the fewest deaths. In our series there were 77 
such cases, and there were 12 deaths, a rate of 
15.5 per cent. In 29 cases we were not satisfied 
with a simple release of the obstruction, and did 
an enterostomy above it. Of these 12 died, a 
rate of 41.4 per cent. Enterostomy alone was 


done in three cases. All died. 


In obstruction due to extensive masses of ad- 
hesions, a short circuiting operation offers a life- 
saving opportunity. 

We have done only two exteriorization opera- 
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tions, both for mesenteric thrombosis. Both 
died. 

Many cases will require a resection of the in- 
testine. This operation is attended by a high 
mortality rate. In the series now being con- 
sidered, there were 35 in which a resection was 
done. Of these 20 died, a rate of 57 per cent. 
In the cases resulting fatally, the resections were 
done for the following causes: 


Adhesions 9 
Intussusception 2 
External herniae 7 
Thrombosis 1 
Volvulus 1 


It seems that one should be able to reduce the 
death rate due to intestinal obstruction, but the 
fact remains that despite increased experience 
and the employment of newer methods of prep- 
aration for operation, our death rate has not 
shown any marked improvement. 

In compiling these mortality figures, any case 
dying in the hospital is classed as an operative 
death. No effort has been made to brighten the 
picture, and it is hoped that the presenting of 
such a picture will cause both physician and sur- 
geon to realize the seriousness of the condition 
and bring about a spirit of “no delay” on the 
part of both. 


DISCUSSION 
(Questions and Answers) 


Question—I should like to ask the Doctor if in the 
last six or seven years the surgeons have been lulled 
into a false sense of security with the Miller-Abbott - 
tube? When we get a case in the hospital, the first 
thing the interns want to do, rather than suggest an 
operation, is to try the Miller-Abbott tube. It takes so 
long to get the tube down that the patient is placed in 
jeopardy. We are starting to operate upon these pa- 
tients earlier, but physicians depend too much upon the 
Miller-Abbott tube. 


Dr. Henry—I have said nothing about the Miller- 
Abbott tube because we have had no luck with it. An 
ordinary Levin tube passed trans-nasally will decompress 
the upper intestinal tract. The great danger with the 
Miller-Abbott tube is the fact that it gives a false 
sense of security because the distension is relieved and 
the physician is prone to believe that his patient is 
coming along nicely. 

It has been proven by many men who have had 
wide experience with the Miller-Abbott tube that unless 
a bowel movement occurs within eight to ten hours fol- 
lowing its introduction you had better operate because 
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you can decompress the bowel above the obstruction, but 
you do not know what is causing the obstruction or 
what is the state of the bowel at the site of the ob- 
struction. 

Dr. Rives of New Orleans has reported a case in which 
it was thought that a successful introduction of the 
Miller-Abbott tube had been made and the patient was 
doing very well; but necrosis occurred at the site of the 
obstruction. 

The Miller-Abbott tube is a dangerous weapon, in 
fact, unless you operate very quickly after you decom- 
press the bowel. I believe with a Levin tube you can 
accomplish practically everything you can with a Miller- 
Abbott tube. We have not been very lucky with the 
Miller-Abbott tube. 


Question—On what type of patient or case do you 
do an enterostomy after the release of the obstruction? 


Dr. Henry—Those enterostomies were done years and 
years ago. I should say the only reason one did them 
was that he was uncertain as to whether or not he had 
completely overcome the obstruction, and that would 
be in cases of inflammatory disease of the abdomen 
operated upon recently. In other words, before the 
patient left the hospital, an obstruction occurred dur- 
ing the convalescence. There were masses of ad- 
hesions, and you may overcome some of the adhesions, 
but you are not certain you have gotten them all. De- 
compression with the tube has overcome the necessity 
of such a procedure which brings a mortality rate of 
41.4. 


Question—I would like to ask Dr. Henry what was 
the cause of death of those patients requiring neither re- 
section nor enterostomy ? 


Dr. Henry.—I cannot say, because it is so varied. If 
you will give me your name, Doctor, I can work that 
out for you and write to you, but that is a feature that 
I have not tabulated and I would have to look up the 
cause of death. These histories go back some thirty odd 
years and many are incomplete. The record will show 
the patient died in those old cases and it would be 
hard for me from our records to tell the cause of death 
except in those done more or less recently. 


Question—May I ask whether you used plasma be- 
fore or after operation? 


Dr. Henry.—Recently we have been using plasma. Of 
course, until plasma became quite popular, we used 
whole blood transfusions frequently. When the patients 
come in they are all dehydrated. They are immediately 
given intravenous glucose, plasma or whole blood and 
at the earliest opportunity we operate. When we think 
that we have overcome dehydration and have restored 
the electrolyte balance we operate. We do not look upon 
intestinal obstruction as an emergency in that we have 
to operate immediately when it comes into the hos- 
pital. We wait a matter of five or six hours or some- 
times two or three hours to get the patient in condition 
and during the operation we give them glucose or 
plasma or whole blood. 
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RECENT EXPERIMENTAL STUDIES ON 
THE EFFECTS OF IMMOBILIZATION 
OF DENERVATED MUSCLES* 


By Ora LEonarD Huppteston, M.D.+ 
Denver, Colorado 


Lower motor neuron paralysis occurs in a num- 
ber of conditions such as neuritis, peripheral 
nerve injuries, anterior poliomyelitis, neuronitis 
and other lesions of the central nervous system in- 
volving the anterior horn cells. Most authorities 
have accepted the principle of immobilization of 
paralyzed muscles in the position of optimal re- 
laxation as the treatment of choice in order to 
establish the earliest recovery of motor function. 
Appropriate measures are usually employed to 
prevent undue stretching or over activity of the 
damaged muscle. Roberts! says: 

“Tt has been well known to surgeons that so long as 
a paralyzed muscle is stretched it will never recover. 
Neurologists and surgeons alike have drawn attention to 
the importance of keeping a paralyzed muscle in a 
relaxed position.” 

The teachings of the famous orthopedic sur- 
geon, Sir Robert Jones,? have been so complete- 
ly accepted by most physicians and surgeons that 
one seldom thinks of anything other than protec- 
tion, support and immobilization of paralyzed 
muscles in order to obtain maximum recovery 
in the shortest period of time. The observations 
of Roberts! on denervated muscles of rabbits 
tended to support the general conclusion that 
stretch of paralyzed muscles retards the recovery 
of motor function. The writings of the Kendalls,? 
who have had extensive clinical experience in 
the treatment and care of paralyzed muscles of 
anterior poliomyelitis, are of particular interest. 
They say: 

“Stretching as used in regard to paralyzed and weak 
muscles does not mean the same as stretching a normal 
or contracted muscle. In a contracted muscle stretching 
refers to restoring the muscle to its normal length. In 
a normal muscle stretching refers to an injurious tension 
beyond the normal length. It may be caused in two 
joint muscles by attempting to take the muscles to the 
full range of both joints at the same time. In completely 
paralyzed muscles stretching refers to any movement 
beyond the point of relaxation or physiological rest. In 


*Read in Section on Physical Therapy, Southern Medical Asso- 
ciation, Thirty-Seventh Annual Meeting, Cincinnati, Ohio, No- 
vember 16-18, 1943. 

*Aided by a grant from the National Foundation for Infantile 
Paralysis, Incorporated. 

tMajor, Medical Corps, U. S. Army, Fitzsimons General Hos- 
pital, Chief, Physical Therapy Section. 

tAssistant Professor of Physiology and Pharmacology, University 
of Colorado School of Medicine. 
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weak muscles recovering from a paralysis, whether due 
to peripheral nerve injury, poliomyelitis or any other 
form of flaccid paralysis, stretching should be considered 
as movement beyond the point from which the muscle 
can actively return the part to neutral position against 
gravity. Accomplishment of the full arc of motion, 
underwater, may be stretching the muscle.” 

Chor and Beard* found that motor function of 
monkeys returned more rapidly when the de- 
nervated muscles were treated by means of 
passive motion and massage. Fisher® reported 
that treatment of paralyzed muscles of rats by 
faradic and galvanic stimulation markedly de- 
layed the rate of atrophy in denervated muscle. 
Hines® observed in rats that “immobilization had 
no appreciable effect upon the rate or extent 
of atrophy prior to reinnervation.” Immobiliza- 
tion in neutral position according to this investi- 
gator “definitely retarded recovery in paralysis 
resulting from peripheral nerve injury.” He con- 
cluded that “the retardation of the recovery was 
dependent upon a slow rate of muscle regenera- 
tion rather than an effect of nerve regeneration.” 
From the clinical point of view the principle of 
immobilization of weakened or paralyzed muscles 
has been challenged in the treatment of anterior 
poliomyelitis. Feiss,* Toomey® and Kenny® 
have advocated the discontinuation of the prin- 
ciple of immobilization in the treatment of pare- 
tic and paralyzed muscles. Various types of 
active treatment of the muscles, including passive 
exercises, heat, mechanical stimulation of the 
cutaneous and proprioceptive receptors, and elec- 
trical stimulation of the muscles have been rec- 
ommended as substitutes for immobilization 
therapy. In view of the conflicting ideas regard- 
ing the proper treatment and care of denervated 
muscles, it was considered desirable to obtain 
some further information on the effects of im- 
mobilization upon the recovery of the motor 
nerve control of denervated muscles. For this 
purpose a series of experimental studies have 
been made on a group of dogs. 


METHODS 


Medium sized, adult dogs were used as experi- 
mental animals in these investigations. Dener- 
vation of the distal muscles of the right hind limb 
was accomplished by crushing the anterior nerve 
roots of L 5, L 6, L 7 and S 1. Preliminary 
studies consisting of a series of acute experiments 
showed conclusively that when the functional 
continuity of these anterior roots was disrupted, 
all of the muscles of the lower leg and some of 
those of the thigh were completely paralyzed. In 
the experiments discussed in this report the mus- 
cles of the right hind leg were denervated, while 
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those of the left served as normal control mus- 
cles. One set of antagonistic muscles was selected 
for study, namely, the anterior tibial and the 
gastrocnemius-plantaris muscles. Contraction of 
the former produces flexion of the ankle, while 
that of the latter causes extension. (It should 
be borne in mind that the gastrocnemius-plan- 
taris muscles also act to flex the knee when the 
ankle joint is fixed.) The purpose of using a 
set of antagonistic muscles was to provide a 
means of establishing different muscle lengths 
during the period of immobilization. The va- 
rious muscle lengths selected for immobilization 
fell within the normal physiological range of 
joint motion. After considerable experimentation 
with various methods of fixation, a satisfactory 
procedure was adopted for immobilizing the 
muscles. A modified Thomas splint was fitted 
individually to the right hind limb of each ex- 
perimental animal. The splint was held in posi- 
tion by means of adhesive plaster, then the leg 
and splint were wrapped in gauze bandage to 
which water glass (sodium silicate) was applied 
and allowed to harden. Several modifications 
of this casting procedure were necessary from 
time to time, but in general, it proved to be a 
very satisfactory method. 

The animals in which the muscles were immo- 
bilized were divided into three groups. In one 
group of dogs (extension) the leg was immobil- 
ized in full extension of the knee and ankle. 
Fixation in this position placed the anterior tibial 
muscle in the position of maximal length, and 
the gastrocnemius-plantaris muscles in minimal 
muscle length. 

In the second group (neutral) the knee and 
the ankle were fixed in semi-flexion, producing a 
more or less equalization of the lengths of the 
antagonistic muscle. 

In the third group (flexion) the knee was 
maintained in extension and the ankle in acute 
flexion. In the majority of animals of this group 
a tenotomy was made of that portion of the 
biceps femoris tendon which extends down the 
posterior side of the leg and inserts on the os 
calcis. Transection of this tendon permitted 
considerably more flexion of the ankle and at 
the same time eliminated the extension action 
of the biceps on the ankle. In this position min- 
imal muscle length was provided for the anterior 
tibial and maximal length for the gastrocnemius- 
plantaris. The observations upon the muscles 
at the end of the recovery period involved the 
following tests: (1) muscle weights of the an- 
terior tibial and gastrocnemius-plantaris muscles 
of the right and left leg; (2) tension myograms 
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recorded by means of calibrated isometric levers; 
(3) electrical tests similar to those employed in 
reaction of degeneration determinations (these 
consisted in measuring the threshold for faradic 
and galvanic stimulation of the nerve trunk, mo- 
tor point and muscle). 


RESULTS 


Studies were made on a series of twenty-seven 
adult dogs. Fifteen animals were used in Group 
I. The muscles of the right hind leg were de- 
nervated by crushing the anterior nerve roots of 
L5,L6,L7andS 1. Following denervation of 
the muscles, the joints of the right hind leg were 
immobilized in the following positions: Eight 
were casted in extension, four in neutral and 
three in flexion. Six dogs were included in 
Group II. Exactly the same operation was per- 
formed on these animals, but no casts were ap- 
plied. In Group III, normal muscles of the right 
hind leg were immobilized by means of casts. 
Six dogs were included in this group; the legs 
of two dogs were immobilized in extension, two 
in neutral and two in flexion. The range of the 
duration of the recovery period in Group I was 
64-276 days with an average of 173 days. In 
Group II, the postoperative recovery period 
ranged from 95-290 days with an average of 200 
days. Both the range and the average duration 
of immobilization for Group III were exactly the 
same as those of Group IT (range of 95-290 days 
and an average of 200 days.) The above men- 
tioned data are summarized in Table 1. 


Dur. of Immob. or 


No. of Post-oper. rec. Position of Immobilization 
Group Dogs Range Avg. Exten. Neutral Flexion 
Group I__.15 64-276 173 8 4 3 
Group II _ 6 95-290 200 nd = 
Group III — 6 95-290 200 2 2 2 
Table 1 


The grouping of animals, durations of the experimental period, the 
number of animals in each group and the number of animals in 
each of the three positions of immobilization, 


MUSCLE WEIGHTS 


Terminal observations were made on the ani- 
mals of Groups I, II and III. Careful determina- 
tions were made of the weights of the anterior 
tibial and the gastrocnemius-plantaris muscles 
of the right and left leg. The data obtained from 
the determination of the wet muscle weight ot 
the normal control muscles and the denervated 
muscles showed that the weights of the latter 
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were invariably less than those of the former. The 
average per cent difference in the weight of the 
denervated muscle as compared to its symmet- 
rical control is shown in Fig, 1. The graph shows 
the differences in the weight of the muscles of 
the three groups. It will be observed that re- 
covery of the muscle weight was incomplete 
in both groups of operated animals (Groups I 
and II). All of the muscles which were immobil- 
ized showed a greater loss in the weight than 
those which were denervated and allowed to 
recover without any support, fixation or treat- 
ment of any kind. The average per cent ot 
weight loss for the immobilized denervated 
muscles of Group I ranged between 40 and 60. 
Paralyzed muscles which were immobilized 
showed a weight loss of almost twice that amount 
observed in the group without casts. ; 

Similar measurements on the muscles of 
Group II (non-cast denervated muscles) showed 
the per cent loss of weight to be less than 30. 

Measurements of the muscle weights of Group 
III showed a considerable loss. The average re- 
duction in muscle weight ranged between 27 and 
37 per cent. The data of this control group of 
animals throw some light on the causation of 
muscle atrophy of the immobilized denervated 
muscles of Group I. The amount of muscle 
wasting of this group indicates very clearly that 
a large portion of the loss in muscle weight was 
caused by disuse atrophy. The total weight loss 
of the muscles of this group must therefore be 
accounted for by two phenomena: (1) disuse 
atrophy; and (2) incomplete regeneration of the 
motor nerve supply. A comparison of the sum 
of the per cent weight loss of the muscles of 
Groups II and III to those of Group I show some 
interesting results. Graphs made of such data 
reveal a striking similarity between the weight 
loss of Group I and the sum of the weight loss 
in Groups II and III. Such information indicates 
that in these particular experiments in which 
completely denervated muscles were immobilized 
for periods of time, ranging from three to nine 
months, the total loss in muscle weight resulted 
from incomplete regeneration and _ disuse 
atrophy, and the per cent of weight loss of each 
was about equal. 

With regard to the relationship between im- 
mobilization and the position of the muscles 
during immobilization, it was found that both 
for the anterior tibial and the gastrocnemius- 
plantaris muscles the amount of weight loss was 
greatest when the muscle was fixed in the po- 
sition of maximal muscle length, least in minimal 
muscle length and intermediate in neutral po- 
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sition. For example, in extension the average 
per cent difference in the denervated and con- 
trol gastrocnemius-plantaris muscles was 40, 
whereas that of the anterior tibial was 59.6. In 
the animals in which the muscles were immobil- 
ized in neutral position there was very little 
difference between the per cent weight loss of the 
antagonistic muscles of this group; 48.3 per cent 
for the gastrocnemius-plantaris and 52.4 per cent 
for the anterior tibial. In the flexion group the 
per cent of weight loss was greater for the gas- 
trocnemius-plantaris than for the anterior tibial, 
53.5 per cent for the former and 40.1 per cent 
for the latter. It is evident that with an in- 
crease in the length of a muscle in the positions 
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of flexion, neutral and extension, there was a 
proportionate increase in the weight loss. This 
possibly indicates that there is a direct ratio be- 
tween the extent of the muscle weight and the 
amount of tension which is applied continuously 
to the muscle by fixation in a cast. This re- 
lationship is further suggested by the following ~ 
comparisons: the weight loss of the anterior tibial 
in flexion was 40.1 per cent, in neutral position 
52.4 per cent and in full extension 59.6 per cent. 
Similar comparisons for the gastrocnemius-plan- 
taris in different positions show the same kind 
of relationship: in extension the weight loss was 
40 per cent, in neutral position 48.3 per cent 
and in flexion it was 53.5 per cent. 


MUSCLE WEIGHTS 
Group Group I Group IT 
Operated- Casted Unoperated- Casted 
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Muscles and Positions 


Fig. 1 
Showing the per cent weight loss of the wet muscle weight of the antagonistic muscles of the three groups of animals. 


The same pair of muscles were studied in each group, namcly: the gastroc 


taris and anterior tibia] muscles. 


The average per cent weight loss is shown for each position of immobilization, namely: extension, neutral and flexion. 
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MUSCLE TENSION 


Myograms were recorded simultaneously of 
the previously mentioned antagonistic muscles. 
The tendons of the gastrocnemius-plantaris mus- 
cles were attached to one recording lever and 


‘that of the anterior tibial was attached to the 


other. Muscular contractions were recorded first 
of the muscles of the experimental leg and then 
of those of the control leg. The anterior nerve 
roots extending from L 5 to and including S 2 
were stimulated on the right side and then on the 
left. When all the anterior nerve roots on one 
side had been stimulated, the electrode was ap- 
plied to the sciatic nerve. Supramaximal faradic 
currents were used to stimulate the anterior 
nerve roots and sciatic nerves. The tension myo- 
grams were analyzed by measuring the deflex- 
ions which were recorded on the kymograph 
record. The measurements were expressed in 
terms of millimeters of tension. The sum of the 
tensions resulting from the stimulation of indi- 
vidual anterior nerve roots have been referred to 
as “total root tension.” Successful determina- 
tions were made of the muscle tension in four of 
the dogs immobilized in extension, two in neu- 
tral position and three in flexion. Analysis of 
the myograms showed both qualitative and quan- 
titative data similar to those obtained on muscle 
weights. The tension which developed in the 
muscles on the side operated upon was always 
less than that of the muscles of the normal con- 
trol leg. This information, too, indicated that 
there was incomplete regeneration of the motor 
nerve fibers even after more than 200 days of 
postoperative recovery. The data further indi- 
cated that immobilization in the various degrees 
of muscle length of the denervated muscles pro- 
duced differences in the extent of return of 
“root tension.” With the leg immobilized in 
extension, the per cent tension loss was 63.2 
for the anterior tibial and 18 per cent for the 
gastrocnemius-plantaris. When fixed in flexion, 
the average per cent loss of the tibialis anticus 
was 35.2 as compared to 23 per cent for the 
antagonist. Fixation in neutral position showed 
a somewhat intermediary percentage of tension 
loss for the two muscles; 53 per cent for the 
anterior tibial and 22.3 per cent for the gastroc- 
nemius-plantaris. The results obtained from 
stimulation of the sciatic nerve were similar to 
those of anterior nerve root stimulation. The 
tension myograms of the gastrocnemius-plantaris 
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showed less loss in the per cent of tension than 
in the anterior tibial, and there was a less con- 
stant ratio between the amount of tension loss 
and the length of the muscle fibers. 


ELECTRICAL TESTS 


Electrical tests were made by means of a mo- 
tor generator Wappler wall plate which provided 
varying intensities of faradic and galvanic cur- 
rent. Unipolar stimulation of the nerve trunk, 
myoneural junction and of the muscle were made, 
using a small stimulating electrode of approxi- 
mately 1 cm. in diameter. Thresholds for faradic 
and galvanic stimulation were made on the ex- 
perimental and controlled muscles of each hind 
leg. The determinations were made prior to 
terminal operation of each animal. An eleva- 
tion of threshold for faradic stimulation was 
found in all of the muscles which had been com- 
pletely denervated. Elevation of the threshold 
for nerve tissue was considerably higher than that 
which occurred for either the motor point or 
the muscle tissue, the average elevation of 
threshold ranging from 101 to 271 per cent. 
Immobilizing the leg in different positions had 
considerable influence upon the threshold ir- 
ritability of the tissues. In general, the data in- 
dicated that the threshold was the highest in 
the muscles which were immobilized in maxi- 
mum muscie length, and least in those fixed in 
minimal muscle length. The range of eleva- 
tion of threshold varied from 27 to 271 per cent 
increase. The elevation of threshold of both 
faradic and galvanic stimulation was somewhat 
less in the animals of Group II (non-immobilized 
denervated muscles) than they were in those 
of Group I (immobilized denervated muscles). 

In general, the electrical tests showed that a 
partial reaction of degeneration was present in 
all of the muscles that were denervated, indicat- 
ing that regeneration of the motor nerve supply 
of the paralyzed muscles had been incomplete. 
The thresholds of the denervated muscles for 
both faradic and galvanic stimulation were ele- 
vated more in the group of animals in which 
the muscles were immobilized than in the group 
in which the muscles were not immobilized. 

Fixation of muscles in the position of maximal 
length showed a higher elevation of threshold 
than those immobilized in minimal muscle length. 
The per cent increase in irritability of the an- 
tagonistic muscles of the animals of Group II 
showed an increase of less than 20 per cent. From 
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the standpoint of electrical reactions it may be 
concluded that the irritability of the tissues had 
returned almost to normal and that regenera- 
tion of the nerve supply had been practically 
complete. The electrical tests of these muscles 
suggested more complete recovery of the degen- 
erated nerves than the observations on muscle 
weight and muscle tension would indicate. 


CONCLUSIONS 


(1) Lack of immobilization of the denervated 
muscles did not interfere with regeneration of 
the motor nerve supply. 

(2) Regeneration of the motor nerve supply 
was found to be more complete in the animals 
in which no immobilization was applied follow- 
ing denervation than in those in which the de- 
nervated muscles were immobilized. 

(3) All the qualitative and quantitative data 
obtained from muscle weights, tension myograms 
and electrical tests showed that immobilization 
in some way interfered with the reinnervation of 
denervated muscles. 

(4) Immobilization of muscles in the position 
of maximal muscle length showed less functional 
recovery (greater per cent weight loss, muscle 
power and higher thresholds for electrical stimu- 
lation) than those immobilized in minimal length. 
From these findings it may be concluded that 
fixation of muscles in a position of elongation of 
the muscle fibers was more detrimental to the 
recovery of the motor function following 
paralysis than when immobilized in the position 
of minimal muscle length. 
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INTERRELATION OF IMPAIRMENT OF 
GENITAL AND RECTAL SUPPORT* 


By CHANNING W. Barrett, M.D. 
Chicago, Illinois 


Very early in my studies of the pelvic floor as 
a factor in support of the attached and superim- 
posed viscera, I became impressed with the fact 
that the fault of protrusion in this region was not 
so much primarily with the protruding structures 
as with the pelvic floor through which they pro- 
truded, just as a protrusion in the inguinal or 
umbilical region is not primarily a faulty bowel 
or other hernial content, but is due to a faulty ab- 
dominal wall, and that the condition was a 
hernia. 

The fact that the pelvic floor constitutes the 
caudal portion of the abdominal wall and as such 
is subject to herniation has not been generally ac- 
cepted. When, therefore, we present protrusions 
of pelvic viscera through the clefts in the pelvic 
floor as hernias, and when we speak of the inter- 
relation of these hernias, we are dealing with a 
new subject. Modern thought in dealing with 
hernias in other regions has been slow in gaining 
any foothold in this region and yet it would be 
quite as correct to speak of prolapse of the trans- 
verse colon, stomach or gallbladder if they be- 
came the contents of an umbilical hernia as to 
speak of prolapse of the uterus or rectum when 
they protrude through openings through the pel- 
vic floor while, as we all know, this latter error 
is well nigh universal. 

Researches by countless observers have shown 
that the tail muscles and pelvic fascias become 
modified as the upright position is assumed and 
the tail becomes vestigial, to make a strong ab- 
dominal wall for this caudal end of the abdomen. 
This having been well established, it is not the 
purpose of this paper to develop it. It is rather 
its purpose to point out the interrelation of this 
well developed structure to the support of the 
rectal and genital structures and the consequent 
interrelation of impairment of this support when 
the integrity of the pelvic floor is lost by over- 
stretching or loss of continuity of muscles and 
fascia. 

When the upright position calls for a change 
in construction, it utilizes muscles that have a 
pubic and iliac origin and a coccygeal insertion 
for movement of the tail. In the reconstruction 


*Read in Section on Gynecology, Southern Medical Association, 
Thirty-Seventh Annval Meeting, Cincinnati, Ohio, November 
16-18, 1943. 
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the coccygeal structures become fixed. The 
muscles are then fixed in bony insertion as well 
as origin and thus have the equivalent of a com- 
plete pelvic circumference origin and develop 
new insertions in the median line, to the vagina, 
to its fellow, to the rectum, to the median raphe 
so that by this origin and insertion it becomes a 
complete funnel-shaped circular muscle that com- 
pletely closes the caudal end of the abdominal 
wall, except the three openings for the passage 
of three functioning tubes whose walls lie in con- 
tact when not functioning. 

The support of these structures is facilitated 
by an interweaving of the muscles and fascias of 
the pelvic floor with those of the walls of the 
rectum and vagina and extend upward along 
these walls. The levator ani and its fascia are 
aided by two layers of sphincter muscles which 
become accessory muscles of support, as the 
pubo rectalis portion of the levator ani is an 
accessory sphincter muscle. The pelvic floor, 
as Berry Hart and John Symington point out, is 
a thick structure composed of all the structures 
that close the outlet of the pelvis. These are not 
two systems of support. There is one muscular 
fascial system supporting the vagina and rectum. 

The pelvic outlet, while divided into an anterior 
and posterior triangle, is anatomically one caudal 
opening, closed by one structure, the pelvic floor, 
the main supporting structure of which is the 
pelvic diaphragm composed of the blended leva- 
tor ani muscles. Instead of being just a lifter 
of the anus as its name implies, it is an almost 
complete closure of the caudal end of the abdo- 
men, and as such and by reason of the position 
assumed it becomes as well a lifter of the rec- 
tum, a lifter of the vagina, a support to all ad- 
jacent and superimposed structures, an accessory 
to the sphincter muscles, the pubo rectalis being 
termed, according to its function, the sphincter 
recti and the accessory constrictor vagina. 

All other muscles of the pelvic floor have a 
close interrelation of support. 

Embryologically, in the gut which is absorbed 
at the perineal region forming the cloacal open- 
ing and the projection of a septum dividing the 
cloacal space into a rectum and vagina; anatom- 
ically, by their having very close relation, by 
their having the common rectovaginal septum, 
by their having pelvic floor support in common, 
which makes the evils of injury or weakness 
around one tract visited upon the other: all these 
indicate their interrelations. 

Textbooks of gynecology of 40 to 50 years 
ago dealt largely with prolapse of the anterior 
and posterior vaginal walls, with prolapse of the 
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uterus, and procidentia. The uterine ligaments 
and such help as the levator ani might furnish 
were counted by many observers as inadequate, 
and so they drew upon their imagination for aid 
from the occult: atmospheric pressure, negative 
abdominal pressure, the retentive power of the 
abdomen, intra-abdominal pressure, and so on, 
as the main forces to hold the uterus in position, 
These have been largely but not entirely su- 
perseded by a more understandable structure. 
The value of work upon the ligaments as sup- 
ports was for a time estimated of greater value 
than work upon the pelvic outlet, for the reason 
that the outlet operations of that time were large- 
ly of skin-mucous membrane vaginal wall depths 
and did not utilize the muscles. 

We still have advocates of vaginal, bladder, 
uterine prolapse and procidentia, and while these 
conditions are not called hernias, a form of her- 
nioplastic operation under the name of posterior 
colporrhaphy and perineorrhaphy is in common 
use. I shall not now go into the question of why 
these conditions are hernias. That was covered 
in a paper by Barnett, “Hernias Through the 
Pelvic Floor” (American Journal of Obstetrics, 
1909). Charles Mayo in 1915 said these are in 
reality hernias. Jeff Miller in 1932 spoke of 
these conditions in general and specifically as 
hernias, but to conform to custom, used the 
terms prolapse and procidentia a large part of 
the time. 

In protrusions of the rectum through the pel- 
vic floor, we have hemorrhoids, prolapse of 
hemorrhoids, prolapse of the rectum and proci- 
dentia. These subjects are still considered in 
works on proctology without any suggestions of 
their being hernias or that the pelvic floor is in 
any way associated with rectal support or repair. 

What I wish to emphasize is that genito-uri- 
nary protrusion and rectal protrusion are both 
hernias; that they are both through the same 
part of the abdominal wall, the caudal portion; 
that they are both through the same muscle, 
usually through separate clefts, but at times the 
vaginal cleft and the rectal cleft have become 
one. 

Stretching of the pelvic floor from excessive 
abdominal contents, from ascites, tumor or preg- 
nancy, especially with super-fetation, straining, 
or prolonged labor, may result in impairment of 
the supporting powers of the pelvic floor, even 
though gross tear did not take place. With this 
the clefts may be enlarged and the pelvic floor 
may lose its proper grasp of the rectum and 
vagina. The whole pelvic floor takes a lower 
position and drags upon the attached viscera. 
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Likewise a median separation of the muscles 
and fascia allows the inner edges of each side 
to fall down, allowing a lower position of the 
pelvic floor to drag upon the attached viscera. 
This may be mostly in the genito-urinary tri- 
angle, but with an injury of any great extent the 
impairment usually extends to the posterior or 
rectal triangle. In some instances the secondary 
impairment coincident to herniation takes place 
more rapidly in the posterior triangle and a large 
rectal herniation takes place. At times the open- 
ings in the pelvic floor and the sphincter ring 
easily admit the fist, demonstrating the large 
hernial ring. 

The more common rectal complication with the 
impairments following the primary impairment 
of the pelvis is the rectocele, its name implying a 
hernia, but it is a rectal hernia through the 
anterior pelvic floor cleft, while the more direct 
herniation of the rectum through the posterior 
cleft is almost invariably given the misnomer 
of rectal prolapse. 

When an injury of the pelvic floor muscles 
takes place the rectum usually displaces back- 
ward, leaving a gaping vaginal opening. The 
anterior and posterior vaginal walls with their 
attached viscera, the bladder and rectum, tend 
to fill this opening and herniation of the vagina, 
bladder, urethra, ureters, uterus, rectum and 
posterior cul-de-sac is begun. This rectal involve- 
ment leaves no anatomical, clinical, or surgical 
basis for division between genital and rectal ab- 
normalities, for added to the genital abnormality 
may be marked abnormality in the rectum, such 
as a loosened mucous membrane ulceration, di- 
lated veins and thickened masses, herniated 
hemorrhoids, herniated rectal mucous membrane 
or herniated complete wall. It must be under- 
stood that hernia of the rectum is a hernia be- 
cause it has passed through the abdominal wall 
opening and not because it has passed through 
the anal opening. 

We must also mention those pelvic floor in- 
juries which extend through the sphincter ani or 
the rectum itself. Here we have a distinct im- 
pairment of the pelvic floor which affects the 
support of the genito-urinary structures, but the 
impairment affects immediately the function of 
the rectum and anus. Just which structure is 
to be most involved in the secondary impair- 
ments is unpredictable, but the interrelation of 
impairment is positive and permanent until re- 
construction can be accomplished. 


The primary impairment may first affect most- 
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ly the muscle in the anterior triangle, but with 
the development of a rectocele, straining of the 
same muscle around the rectum causes the leva- 
tor muscle to lose its hold upon the rectum; the 
rectal cleft through the pelvic floor is enlarged 
and under severe stress of a fall or heavy lifting 
a rectum that presented a rectocele, a herniation 
through the vaginal cleft, now presents a hernia- 
tion through the posterior cleft, a condition er- 
roneously called prolapse of the rectum, a term 


‘which entirely overlooks the main disease and 


leads to rectal surgery, when the chief fault is 
that of enlargement and loosening of the pelvic 
floor opening, by reason of which the rectum de- 
velops its pathologic condition. 

Embryology, anatomy, physiology, pathology, 
show the interrelations of the two tracts. It is a 
foregone conclusion that the interrelation will 
be shown by the impairments of support and by 
the necessary reconstruction. The division of in- 
terests are man-made: the drawing of an artifi- 
cial and imaginary line from tuberosity to tuber- 
osity dividing the pelvic outlet into an anterior 
triangle and a posterior triangle, the former field 
for the gynecologist and the latter for the proc- 
tologist; but anatomy, in the form of the pelvic 
floor muscle, and pathologic conditions crosses 
this line. National boards may try to limit the 
obstetrico-gynecological surgeon to the anterior 
half of the rectovaginal septum, but the surgeon 
who would reach the pathologic conditions must 
recognize the complex interrelations of impair- 
ment and follow the pathologic condition across 
the line. 


SUMMARY 


(I) The soft parts that close the caudal end 
of the abdominal cavity form one broad funnel- 
shaped muscle with its fascia and two layers of 
accessory muscles with their fascia, 

(II) This pelvic floor structure which closes 
the caudal end of the abdominal cavity affords 
passage for three tracts and the openings through 
this portion of the abdominal wall furnish, after 
childbirth stretching and trauma, opportunity for 
more hernias than exist in any other portion of 
the abdominal wall. 

(III) The weakening of the rectal and genital 
support have a marked interrelation. 

(IV) The reconstruction of the pelvic floor and 
correlated structure to overcome the herniation 
and restore the normal support is a matter of 
pelvic floor engineering, which we have not now 
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time to consider, <<cept that this engineering 
should: 

(1) Take into consideration the construction 
in order to render needed support. 

(2) Take into consideration the provision for 
passage of the terminal tracts which furnish op- 
portunity for herniation following childbirth 
trauma. 

(3) Determine the extent of primary impair- 
ment in the way of injury. 

(4) Estimate the extent of secondary impair- 
ment in loosened tissue and herniation. 

(5) Plan the extent of the Key operation, of 
bringing the injured pelvic floor muscles to- 
gether far enough forward to support the blad- 
der, and far enough backward properly to en- 
circle and support the rectum. This procedure 
is practically always necessary, and may be the 
only operation required. 

(6) Determine accessory operations necessary 
such as: 

(a) The amount of posterior vaginal wall to 
be removed, and the amount of fascial rebuilding 
around the rectum. 

(b) Determine the necessity of hernioplastic 
repair of the anterior vaginal wall and its extent 
in order to hold the bladder up and keep it from 
rolling out over the pelvic floor. Consideration 
should here be directed to the impairment of the 
sphincter urinae muscle and incontinence of the 
bladder. 

(c) Weigh the merits of leaving or taking out 
the uterus, of replacement if left, of amputation 
of the cervix if necessary. Age, pathology of 
the uterus, and so on, are to be considered. Very 
few cases are beyond hope of restoration to posi- 
tion if it is advisable to preserve the uterus. 

(d) In case the tear involved the sphincter ani 
and the rectal wall their repair must be made. 

(e) If there are hemorrhoids, herniated por- 
tions of the rectal wall, or herniation of the 
whole rectum, these must at this time or later, 
or preceding the pelvic floor repair, receive at- 
tention, and due consideration must be given 
the size of the sphincter opening and the cleft 
in the pelvic floor which permits of the hernia- 
tion. 

(7) The vagina should be restored to proper 
size and the oblique position. 

This engineering survey is itself an adequate 
verification of the title of the paper. 
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CONTINUOUS CAUDAL ANALGESIA IN 
OBSTETRICS* 


By CaRANGELO, M.D. 
Little Rock, Arkansas 


INTRODUCTION 


Caudal anesthesia, using a single injection, is 
an old and established procedure.! Single injec- 
tion caudal anesthesia has been employed for 
many years for the end of the second stage of 
labor. Among the largest recent series are those 
of Baptisti? with two hundred cases, and of Lah- 
mann and Mietus? with four hundred cases. These 
writers described a satisfactory anesthesia, last- 
ing between forty minutes and an hour and a half 
from the introduction of from 30 to 40 c. c. of 1 
or 2 per cent solution of procaine or metycaine 
into the extra dural space of the sacral canal, 
However, it remained for Hingson and Ed- 
wards*® to modify their method, so that the 
anesthesia could be started in the early stages 
of labor to relieve the distressing and exhausting 
labor pains, with the added advantage of con- 
tinuing this analgesia until the completion of 
labor and post-partum repair. Up to the present 
time, Hingson and Edwards have approximately 
one thousand successful cases of continuous 
caudal analgesia during labor. 


MANAGEMENT OF LABOR AND DELIVERY 


The progress of labor under continuous caudal 
analgesia is somewhat different from that where 
the method is not used. Analgesia is started as 
soon as it is certain that the patient is in labor, 
and when the pains are severe enough to make 
the patient uncomfortable. The degree of dila- 
tation of the cervix and the frequency of con- 
traction should not be used as an index for the 
commencement of analgesia. 

Before the analgesia is started, it is imperative 
that the obstetrician have a complete knowledge 
of the nature of the case, and of the presence of 
any contraindications. No premedication is 
necessary, although a small dose of barbiturate 
is beneficial in allaying the apprehension of the 
patient. The patient continues to receive her 
normal diet and fluid intake, which tends to 
eliminate the dehydration and acidosis so fre- 
quently seen in long, exhaustive labors. 

An enema usually precedes the administration 


*Received for publication August 4, 1943. 
*From the Department of Obstetrics, University of Arkansas 
School of Medicine and Hospital. 
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of the analgesia, unless the progress of labor is 
too rapid. Rectal examination gives satisfactory 
information without producing discomfort, a fact 
which is duly appreciated by patients with large 

inful hemorrhoids. Fecal expulsion is common 
because of the extreme relaxation of the anal 
sphincter. 

Within ten minutes after the drug is adminis- 
tered, there is a dramatic change in the counte- 
nance of the parturient from one registering an- 
guish to one of relief and gratitude. The patient 
actually dozes off to sleep. 

Cervical dilatation is usually rapid in both 
primipara and multipara, and the first stage of 
labor is materially shortened, undoubtedly due 
to cervical and perineal relaxation. The end of 
the second stage is prolonged, particularly in 
primipara, since uterine contractions alone are 
seldom adequate for final delivery. This prac- 
tically eliminates the possibilities of precipitate 
deliveries. 

The patient is taken to the delivery room 
when the presenting part is visible, and with the 
apparatus in place. The parturient is not aware 
of her uterine contraction, which continues un- 
abated. The patient often remarks that the 
physician has stopped her labor. The delivery 
and repair of episiotomy produce no pain, and 
the patient is not cognizant of the delivery until 
the cries of the baby are heard. While lacking 
any urge to bear down as a result of the loss of 
the sensation of rectal pressure, the parturient 
is able to use her abdominal and diaphragmatic 
muscles, and if an attendant will keep a hand on 
the fundus to encourage the patient to bear down 
with each uterine contraction, spontaneous de- 
livery is not difficult. The obstetrician has full 
cooperation of the patient, thus enabling him to 
have complete control of the head as it pro- 
gresses over the perineum. Application of forceps 
under this anesthesia is greatly facilitated, due to 
the marked relaxation of the perineal tissue. The 
absence of the usual analgesic effects of bar- 
biturate and hyoscine upon the baby is most 
striking at delivery. The baby cries vigorously 
as soon as its face has crossed the perineum, 
eliminating any special resuscitatory measures. 
Since uterine tonicity is maximal, the amount of 
bleeding at delivery is noticeably decreased. 


TECHNIC 
Various technics have been employed; the con- 
tinuous drip, introduced by Rotstein and 
Bloch;*? the one by Lundy® entailing the use 
of ureteral catheter; and the serial injection 
method of Hingson and Edwards. The technic 
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used in this series is that recommended by Hing- 
son and Edwards.® 2° 

There are certain dangers and precautions 
which apply to both single dose and continuous 
caudal analgesia. 

The position in which the patient lies is op- 
tional. In this series, both knee-chest and lateral 
decubitus positions are used with equal success. 
Although the parturient is more comfortable on 
the sides, recognition of the bony landmarks is 
somewhat difficult, since the spine assumes a 
scoliosis. On the other hand, the knee-chest 
position gives the back a symmetrical arch, 
exaggerates the anatomical prominences, and en- 
larges the hiatus, facilitating the procedure. Ob- 
viously, the knee-chest is more embarrassing and 
awkward to the pregnant patient. Also, per- 
chance, with a low lying dura or if the subarach- 
noid space is pierced, fluid can more easily be 
aspirated in the side position than in the knee- 
chest position, where fluid tends to gravitate to- 
ward the head of the patient. 

Supplementary injection depends somewhat 
upon the rate of metabolism of the drug by the 
individual patient. The drug used in this series 
is 1.5 per cent solution of metycaine. The dosage 
must be individualized and the frequency of sup- 
plementary injection can be determined by noting 
the level of analgesia to a pin prick on the an- 
terior abdominal wall. When the level falls 
more than 2 cm. below the umbilicus, another 
injection should be made. Each patient has a 
different cycle; some require a supplementary in- 
jection every thirty minutes, others every forty- 
five minutes, and still others every hour. The 
patient is usually given an injection just before 
delivery, regardless of the interval since the pre- 
vious one, assuring analgesia for necessary re- 
pairs. In some patients, particularly multipara, 
an injection is given when the patients are ready 
to return to their rooms, for they may complain 
intensely of afterpains, after having complete 
relief during the entire course of labor. 


COMPLICATIONS AND PRECAUTIONS 


Variations in the bony formation of the sacrum, 
obese patients, in whom bony landmarks are 
difficult to palpate, previous injuries, infections, 
and deformities in the sacral region, serve to in- 
crease the difficulties and possibility of inade- 
quate anesthesia. 

(1) Faulty position of needle, as a result of 
missing the hiatus and inserting the needle over 
the posterior sacral wall leading to the forma- 
tion of a subcutaneous tumor. 

(2) Intravenous Injection —There is a highly 
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vascularized venous plexus within the sacral 
canal, which must be determined by aspiration 
before injcction, for an untoward and perhaps 
fatal reaction may result. 

(3) Subarachnoid Injection -Frequent aspira- 
tion should be carried out to see whether spinal 
fluid can be withdrawn before any local anesthetic 
solution is injected. Severe collapse and possibly 
death can occur if an overdose is given intra- 
spinally in this manner. 

(4) Broken Needles —With the special mallea- 
ble needle introduced by Hingson and Edwards, 
this complication has become practically negli- 
gible. The patients are instructed to maintain 
the lateral position during the course of anal- 
gesia, and to turn in bed with caution, in order 
to prevent undue pressure on the needle. 

(5) Unilateral Anesthesia.—This can usually 
be corrected by adjustment of the needle by 
merely rotating it over to the opposite side, so 
that solution reaches the nerve trunks of the 
unanesthetized side. 

(6) Miscellaneous Effects—Very rapid in- 
jection of a large amount of solution at any one 
time may produce headache, dizziness, a feeling 
of pressure in the legs and over the sacrum, and 
momentary syncopal-like effect. Post-partum 
complications are negligible. Low back pain was 
a frequent complaint until a routine post-partum 
injection of morphia was administered. 


CONTRAINDICATIONS 


Certain contraindications are noted in con- 
tinuous caudal analgesia. Such conditions as 
placenta previa, uterine inertia, hysterical or 
psychotic state, and cephalopelvic disproportion, 
are definite contraindications to the use of this 
method. Therefore, it is obvious that the na- 
ture of the case should be thoroughly understood 
before the choice of anesthesia is made. Other 
contraindications include a history of hypersen- 
sitivity to the local anesthetic reagents, infective 
processes over the sacrum, congenital or traumat- 
ic malpositions of the spine. Gready and Hes- 
seltine’! state that this method is contraindi- 
cated for difficult rotations and versions, since 
complete uterine relaxation is desirable for these 
procedures. 


RESULTS 


A total of sixty-one patients was given contin- 
uous caudal analgesia; forty-two primiparas, and 
nineteen multiparas. In this series, there were 
sixty-one living mothers, and sixty-one living 
babies. Two stillbirth macerated fetuses were 
delivered in this series. There were two cases 
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of twin pregnancies. Labor was shortened with 
caudal anesthesia. The average length of time 
the analgesia was continued was three and three- 
quarters hours; the shortest was forty-five min- 
utes, and the longest was twelve hours. 

The average metycaine dosage was 1.4 grams, 
The maximum dosage given was 6 grams. The 
average duration of the second stage in primip- 
aras, who were delivered operatively, measured 
thirty-seven minutes; and those that were deliv- 
ered spontaneously measured forty-seven min- 
utes. The average duration of second stage of 
multipara was thirty-eight minutes. The average 
length of time of the third stage in all cases was 
four minutes. 

No supplementary anesthesia was needed in 
any case. All babies delivered in this series 
were in excellent condition and cried spon- 
taneously. No pain was felt, despite forceps or 
episiotomy repair. Blood loss accompanying the 
third stage was minimal, although no attempt 
was made to measure the amount of blood loss 
accurately. There were no cases of post-partum 
hemorrhage. There were no untoward symptoms 
in the puerperium. There was no significant 
rise or fall in blood pressure during the anesthe- 
sia or after its discontinuance. 


There were no cases of subarachnoid injection, 
nor any cases of intravenous injection into the 
venous plexus within the sacral canal. No cases 
of broken needles were encountered in our series. 
There were two cases of unilateral anesthesia, 
which became complete by merely rotating the 
needle to the opposite side. Nausea and vomit- 
ing occurred in eight of our cases, particularly 
during the second stage, which can be attributed 
to the rapid cervical dilatation and is apparently 
a reflex phenomenon. The bladder becomes dis- 
tended during this method, and the patient has 
to be watched closely for such evidence. One 
patient had bladder atony during the first twen- 
ty-four hours post-partum, requiring catheteriza- 
tion. 

Of the forty-two primiparas in this series, 
twenty-five were delivered operatively, seventeen 
spontaneously. There were eighteen low for- 
ceps deliveries, five mid forceps deliveries, and 
two low cervical cesarean sections in the opera- 
tive group. There was one breech in the series 
that delivered spontaneously. There were nine- 
teen multiparas; thirteen delivered spontaneous- 
ly, and six by operative means. The latter in- 
cluded three low forceps; one mid forceps; and 
there were two cases of twin pregnancies, the 
first baby being delivered by low forceps, the 
second baby by internal podalic version and 
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breech extraction. There was one stillborn mac- 
erated breech that was delivered spontaneously. 

Gready and Hesseltine believe that one of the 
disadvantages of caudal anesthesia is the absence 
of complete uterine relaxation for versions and 
rotations; however, in this series, which included 
two cesarean sections, two podalic versions and 
breech extractions, two Scanzoni maneuvers, and 
two Kielland forceps applications, certainly all 
relatively difficult operative procedures, uterine 
and perineal relaxation was marked, a factor 
which facilitates these procedures. All the pa- 
tients receiving caudal analgesia were checked 
six weeks after delivery, and no complaints or 
complications were encountered. 


SUMMARY AND CONCLUSION 


A report of sixty-one deliveries under this form 
of anesthesia is presented*. The advantages of 
caudal anesthesia are manifold. Pelvic and peri- 
neal relaxation is marked. Although the urge 
to bear down disappears, there is no motor 
paralysis, and the patient may cooperate by bear- 
ing down voluntarily. Uterine tonicity is max- 
imal, and thus blood loss is reduced to a mini- 
mum. It is of practical value in dystocia cases, 
and may be administered to give an exhausted 
patient a rest during a protracted labor with 
gratifying results. The period of labor appears 
to be shortened in most cases. It is ideal for 
cardiac or pulmonary conditions. 


The procedure should be of most value in the 
practical hand of the obstetrician, who prefers a 
selective power of anesthesia and endeavors to 
adapt the anesthesia to a given patient rather 
than accommodate the patient to any anesthetic 
routine. It is a specialized procedure, which re- 
quires special training to obtain satisfactory re- 
sults, and should be given only by persons ex- 
perienced in the technic. 
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CONTINUOUS CAUDAL ANALGESIA IN 
NORMAL AND COMPLICATED 
LABOR* 


REPORT OF A DEATH 


By Perry P. Vorrirro, M.D. 
Rosert A. Woopsury, Px.D., M.D. 
BENEDICT E. ABREU, PH.D. 


and 


RicHaArD TorPin, M.D. 
Augusta, Georgia 


Caudal analgesia is neither new nor revolution- 
ary. It was first introduced by Fernand Cathe- 
lin in 1902.1 In 1909, Stoeckel? reported the 
use of this technic in obstetrics. Since then 
numerous articles have appeared in the litera- 
ture on the use of caudal analgesia for surgery 
in and about the perineum, for obstetrical manip- 
ulations and deliveries, for cesarean sections and 
other low abdominal surgery. 

Hingson and Edwards® recently have adopted 
a continuous technic for caudal analgesia in both 
obstetrics and general surgery similar to Lem- 
mon’s* method for continuous spinal anesthesia. 
Their reports have precipitated wide interest in 
a method long well established and recognized 
by surgeons and anesthesiologists. 

In the present investigation continuous caudal 
analgesia was employed during labor in a small 
series of obstetrical patients (77 women, both 
white and colored, charity and private cases). 
An effort was made to establish: (a) indications 


*Read in Section on Anesthesia, Southern Medical Association, 
Thirty-Seventh Annual Meeting, Cincinnati, Ohio, November 16-18, 
1943. 

*From the Departments of Anesthesiology, Pharmacology and 
Obstetrics and Gynecology, University of Georgia School of Medi- 
cine, Augusta, Georgia. 

*Partial aid in study of this problem was supplied by a grant 
from Eli Lilly & Co. 
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and contraindications; and (b) the effect on the 
progress of labor. 


Technic—The patients were placed in the 
prone position with a large pillow under their 
thighs. Labat’s® classical technic of inserting the 
needle in the caudal canal was employed. Ex- 
cept for a few simple additions the equipment 
included the usual 18 gauge rigid steel spinal 
type needles and other instruments employed 
routinely at this hospital for caudal analgesia in 
surgical procedures. Procaine hydrochloride or 
metycaine hydrochloride in either 1.0 or 1.5 per 
cent solutions was used. Thirty c. c. of one of 
these solutions were placed in the caudal canal, 
care being taken that neither blood nor spinal 
fluid couid be aspirated. When the injection was 
completed the patient was placed on her side 
and turned from side to side as she desired. Addi- 
tional amounts of the analgesia solution (15 to 
30 c. c.) were injected as soon as any pain was 
experienced by the patient. On the delivery 
table the caudal needle was protected by placing 
a U-shaped inflated rubber cushion under the 
buttocks. 

Throughout labor in four patients of this 
group the intra-uterine pressure and the uterine 
contribution to this pressure were optically re- 
corded. The method, previously described,® pro- 
vided continuous records from a balloon and a 
catheter inserted into the uterus. The intra- 
uterine pressure results from the summation of 
the activities of the abdominal and uterine 
muscles. The force developed by the abdominal 
muscles was subtracted from the intra-uterine 
pressure by means of a differential manometer. 
This eliminated the abdominal contribution and 
supplied data concerning the uterine contribu- 
tion to the intra-uterine pressure. 


Results——Technical difficulties were encoun- 
tered in 5 of the 77 patients. In 2 of this group 
the failure was due to the needle’s being outside 
of the caudal canal. In 3 the needle was in the 
proper place, but no analgesia developed be- 
cause a 0.15 per cent solution was supplied 
through error. 

Caudal blocks were completed without techni- 
cal difficulties in 72 patients. Thirty-nine were 
primiparas, of whom 29 obtained complete relief 
of pain and 10 only partial relief. All of these 
patients had prophylactic episiotomies repaired 
without supplementary anesthesia. There were 
33 multiparas in the study. Twenty-two of the 
latter group had complete relief of pain, while 
11 of these patients had only partial analgesia. 
Included in this series were: 4 toxemias of preg- 
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nancy, 2 craniotomies, 4 breech deliveries, 12 
outlet forceps deliveries (all in the primipara 
group), 1 twin delivery, 1 placenta previa and 1 
premature separation of the placenta (seventh 
month of gestation). 

Four infant deaths occurred. One of these 
lived for forty minutes following delivery and 
it was found to have a congenital bivalvular heart 
at postmortem. Three babies were stillborn; 
one infant was dead before the caudal analgesia 
was induced; the second had a prolapse of the 
cord following a bag insertion for the induction 
of labor; and the last died just prior to delivery 
after five hours of caudal analgesia (patient ad- 
mitted with diagnosis of premature separation of 
the placenta). 

Only two of the babies in this series were born 
apneic and were revived with endotracheal in- 
sufflation of air.’ One of these infants lived for 
forty minutes (the bivalved heart baby). The 
other was a postmortem cesarean section born 
10 minutes after the mother’s respiration had 
ceased. Thirty minutes of endotracheal insuf- 
flation resuscitated this infant. The other babies 
breathed spontaneously at birth. Six were 
meconium-stained, but showed no distress either 
in utero or at birth. 

Nausea and vomiting occurred in about one- 
fourth of the patients during caudal analgesia. 
There were no respiratory sequelae and only one 
circulatory complication (see case report). 

Two of the patients developed infections at 
the site of caudal injection. Both were obese 
individuals. One had a caudal needle in situ 
for more than 24 hours and developed a Staph- 
ylococcus aureus infection, which responded satis- 
factorily to x-ray and sulfathiazole. The other 
infection followed several attempts to place the 
needle in the caudal canal (0.15 ner cent mety- 
caine used by error). The infection was treated 
with x-ray and resolved without surgical inter- 
vention. The area was extremely painful and 
tender for 10 days. 

One maternal death following caudal analgesia 
occurred approximately twenty-five minutes after 
a total of 30 c. c. of 1.5 per cent metycaine had 
been injected. 


CASE REPORT 


A 34-year-old obese Negress, para 2, gravida 3, at full 
term was admitted to the hospital for observation. 
She complained of shortness of breath and swelling of 
the ankles of one week’s duration. She gave a vague 
history of “heart trouble” fifteen years before, treated 
with “brown tablets.” 

Her physical examination was not remarkable except 
for her obesity (200 pounds) and pitting edema of the 
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ankles. The laboratory findings were essentially normal 
with these exceptions: hemoglobin, 10 grams per 100 
c. c. of blood; red blood count, 3,900,000; and blood 
Kahn and Wassermann positive. 

On the fifteenth hospital day labor pains began and 
a few hours later the membranes ruptured spontaneously. 
The pains continued irregularly and ineffectually for 
two days. These pains were 5 to 10 minutes apart and 
lasted 20 to 30 seconds. For a proposed insertion of a 
Voorhees bag a caudal analgesia was administered by 
a resident member of the obstetrical staff who had had 
previous experience with the technic. The blood pres- 
sure immediately prior to analgesia was 130/70 mm. 
No pulse rate was recorded. Ten c. c. of 1.5 per cent 
solution of metycaine was placed in the caudal canal 
and care was taken that neither blood nor spinal fluid 
could be aspirated. Five minutes later an additional 
20 c. c. were introduced. Twenty minutes from the 
beginning of the procedure the blood pressure was 105/70 
mm. Hg. Analgesia was complete of the perineum, and 
the anal sphincter was relaxed. The patient felt com- 
fortable and did not complain of any pain. During the 
next 5 minutes the needle was connected to the rubber 
tubing and a reservoir bottle of metycaine. A sterile 
dressing was applied to the area. The patient was 
asked to turn on her side, but she did not respond and 
her respirations were not discernible. The blood pres- 
sure and radial pressure could not be obtained. Since 
the patient was in the prone position, immediate 
artificial respiration by the Schafer method was in- 
stituted. This was changed to pure oxygen by inter- 
mittent manual positive pressure on the bag as soon 
as an anesthetic machine could be brought to the room. 
The airway was patent and the chest expanded with 
each deflation of the anesthetic bag. Faint fetal heart 
tones were thought to be heard and an immediate post- 
mortem cesarean section was done. The baby was 
delivered about 10 minutes after it was first noticed 
that the mother’s respiration had ceased. The baby 
was apneic and markedly cyanotic, but the heart was 
beating feebly about 20-30 times a minute. Immediate 
endotracheal insufflation of air was instituted. The 
baby began to breathe spontaneously about 30 minutes 
later. The infant was discharged from the hospital one 
month later and appeared normal for an infant of the 
age. 

A postmortem examination revealed the following 
positive findings: cardiac dilatation; passive congestion 
of the lungs with slight atelectasis of both bases; pas- 
sive congestion of the spleen; and multiple small hem- 
orrhages of the liver. A specimen of the bone marrow 
revealed the presence of sickle cell anemia. A specimen 
of the spinal fluid of this patient obtained at the post- 
mortem was alkalinized with sodium hydroxide and 
shown to contain no metycaine. 

The metycaine solution was prepared in the hospital 
supply room from fresh metycaine crystals. Analysis 
of the solution employed revealed the concentration of 
metycaine to be 1.48 per cent. Toxicity tests were per- 
formed on two cats. Intravenous injection of 11 mg. 
per kg. in one cat and 14 mg. per kg. in the other 
animal did not cause death of either animal. Both 
cats developed extreme slowing of the heart, a weak 
pulse, respiratory irregularities and clonic convulsions. 
Both animals returned to a fair condition within 5 
minutes after the injection. These doses are 60 and 75 
Per cent, respectively, of the generally accepted values 
for the fatal intravenous dose for cats. 
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Continuous uterine pressure records were se- 
cured throughout labor in four patients. At the 
beginning of the experiment the uterine contrac- 
tions were normal in type (Fig. 1-A). In two 
cases caudal analgesia did not modify the uterine 
contractions. In the other two patients the con- 
tractions became weaker, less frequent and longer 
in duration (Fig. 1). Between contractions re- 
laxation became more complete as labor pro- 
gressed. 

COMMENT AND SUMMARY 

(1) Whether the patient be primipara 
or multipara, labor pains should be well estab- 
lished as to frequency and duration before the 
caudal analgesia is begun. 

(2) The area of injection should be cleansed 
thoroughly before and after the analgesia. It is 
advisable to cover the skin puncture with collo- 
dion at the end of the procedure in order to 
minimize the possibility of infection. 

(3) Skin analgesia need not be above the 
perineum to insure complete relief of pain dur- 
ing the first and early second stage of labor. 

(4) If pain relief is not complete within 20 
minutes after a total injection of 30 c. c. of either 
1.0 per cent or 1.5 per cent of the local anes- 
thetic solution it can be attributed to either a 
needle outside the caudal canal or an anatomical 


Fig. 1 
From above downward: intra-uterine pressure, uterine contri- 
bution to this pressure and base line indicating one minute 
intervals. Pressure scales are shown in units of 25 mm. 
(A) Three hours after insertion of catheter but prior to 
any medication. Pains occur every two minutes and the 
pressures between contractions are slightly higher than average. 
This is because the tone of both the abdominal and uterine 
muscles is slightly elevated. (B) Forty minutes after the 
start of continuous caudal analgesia. Pains occur less fre- 
quently, are less forceful and the reduced pressures between 
contractions indicate better relaxation of the uterine muscula- 
ture. (C) One and a half hours after the start of continu- 
ous caudal analgesia, which was forty minutes after the last 
administration of procaine. Pains now occur every four 
minutes. Between contractions, both pressure curves app 
zero. This shows that the abdominal and uterine muscles were 
relaxed between contractions. 
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abnormality of the sacrum. The first is more 
likely to be the case. 

(5) Extremely obese individuals are poor sub- 
jects for caudal analgesia not only from the 
standpoint of anatomical difficulties in properly 
placing the needle, but also from the danger of 
infection. 

(6) This technic may be well suited for poor 
risk patients, for example those having cardio- 
vascular disease, all types of pulmonary disease, 
nephritis, toxemia of pregnancy and eclampsia. 
In the latter group we did not encounter any 
severe drops in blood pressure. However, the 
diastolic and systolic blood pressures dropped 
towards a lower level and remained there. 

(7) The second stage of labor is definitely 
prolonged. The incidence of outlet forceps is 
markedly increased in the primipara. 

(8) Hyperactivity initiated by a foreign body 
such as a catheter or an intra-uterine hemorrhage 
disappears in the presence of caudal analgesia. 
However, it may be unwise to employ analgesia 
in the presence of intra-uterine hemorrhage, since 
the resulting hypotonicity may prevent the partial 
ischemia® which ordinarily helps to control the 
hemorrhage. The method may well be indicated 
in cases of dystocia dystrophy of the uterus where 
the excessive activity delays the progress of 
labor. 

(9) It must be stressed that both procaine 
and metycaine have toxic potentialities, should 
be used with caution and should be preceded by 
the administration of a short acting barbit- 
urate.® 1° 

(10) The maternal death which occurred in 
this series was attributed to circulatory collapse 
following caudal analgesia with metycaine. The 
patient should have been watched more closely 
during the initiation of the anesthesia. The 
death might have been averted with proper and 
competent suzervision of the patient. What part 
the sickle cell anemia played in this case could 
not be determined. 

(11) Continuous caudal analgesia is not a 
routine method applicable to all patients in labor. 
The individuals should be carefully chosen 
rather than all patients made to fit the category 
for its use. 

(12) This is a technic to be used only by 
physicians experienced in its management. Cog- 
nizance of the potential dangers of the drugs 
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employed and ability to cope with any emer- 
gency is necessary for the safety of the mother 
and the baby. 


Drs. John W. Ashford, Byron Beard, Paul H. Fried 
and Walter G. Watson assisted in this investigation. 
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DISCUSSION 
(Questions and Answers) 


Question—I would like to ask the Doctor whether he 
questions these patients with respect to the effect of any 
of these drugs? 


Question—You said that you thought the cause of 
death was the analgesia. Is that right, Doctor? 


Dr. Volpitto—I said it was secondary to the analgesia. 


Question—Can you tell us what you did for this pa- 
tient’s heart during the two weeks that she was in the 


hospital ? 


Question.—In certain cases where you do not get a sat- 
isfactory anesthesia, if you block the pubic nerve you 
get it. This is because the pubic nerve may come off 
higher than the anesthesia will reach. 


Dr. Volpitto—It is routine with us to ask the patient 
whether she has ever had one of the benzoic acid deriv- 
atives before. Whether this patient was asked or not, I 
can not be sure, because actually I had nothing to do 
with this case until after the patient was dead. I can not 
be positive that it was done. 


Question—Does the patient complain of abdominal 
pain if she has only perineal anesthesia? 


Dr. Volpitto—No, she does not, that is, early. I am 
not saying that you do not need a higher analgesia in 
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the second stage, but in the first stage and in early sec- 
ond stage we found in our series of cases that perineal 
analgesia was sufficient. 

Although we realized before we started to work that 
there were certain contraindications, nevertheless we 
wished to study some of these patients from the stand- 
point of intra-uterine pressure. 

As to the patient’s heart during her two-week stay in 
the hospital, this patient was studied from every angle. 
She had no cardiac abnormality that we could discern. 
Her EKG was normal. I mentioned only the positive 
findings, to save time. 

In relation to the question with reference to the 
blocking of the pubic nerve for the relief of pain, I think 
that the patient is entitled to any type of pain relief 
that can safely be given. 


TREATMENT OF ACUTE MEDICAL 
EMERGENCIES* 


By Evucene B. Ferris, M.D.+ 
Cincinnati, Ohio 


The treatment of acute medical emergencies is 
a field which requires a thorough knowledge of 
certain therapeutic principles. Not the least 
of these principles are those of ingenuity and 
resistance to a temptation to overtreat the pa- 
tient. 

In the allotted time, it is, of course, not pos- 
sible to discuss many of the medical emergencies. 
I will, therefore, limit my remarks to the manage- 
ment of those which are most common in a large 
municipal hospital, and in which emergency 
treatment is likely to be effective, and exclude 
that group of acute disorders which respond 
better to nature than to medication. In the 
Cincinnati General Hospital the most common 
emergencies of this nature are neuro-psychiatric 
disturbances, cardio-respiratory disorders, cir- 
culatory collapse, poisons, and disorders due to 
heat and cold. 

Acute congestive heart failure is probably the 
most common medical emergency and one about 
which a great deal can be done. The first thing 
we do for such a patient is to place him in the 
most comfortable sitting position. If respirations 
are deep or rapid and the patient is very restless 
and apprehensive, we give him morphine; if the 
patient is stuporous and has Cheyne-Stokes 


“Read in General Clinical Session, Kentucky and Ohio Day, 
Southern Medical Association, Thirty-Seventh Annual Meeting, 
Cincinnati, Ohio, November 16-18, 1943. 

“From the Cincinnati General Hospital and the Department of 
Internal Medicine, University of Cincinnati College of Medicine. 

tAssociate Professor of Medicine, University of Cincinnati Col- 
lege of Medicine. 
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respiration, morphine is contraindicated. Amino- 
phylline, given slowly intravenously, is probably 
the best drug for relieving the respiratory symp- 
toms, especially where there is wheezing; if this 
is not available, mercupurin or other xanthine 
derivatives are of some value for this purpose. 
Epinephrine or ephedrine may also relieve wheez- 
ing, but must not be used where disease of the 
coronary vessels is present. 

Where there is marked cyanosis, administra- 
tion of 100 per cent oxygen is often life-saving 
and dramatic in its effects. 

Venesection is also of great value in acute 
cardiac dyspnea, especially if pulmonary edema is 
present; as a substitute, tourniquets should first 
be tried by applying them proximally about the 
four extremities. They should be applied tightly, 
but one must make certain that arterial pulsa- 
tions get through. They may be left in place 
for 15 to 30 minutes, and removed from only 
one extremity at a given time. Venesection or 
tourniquets reduce the amount of blood flowing 
to the heart, thus lessening the pulmonary con- 
gestion. 

Digitalis and digitalis products are of little 
emergency value in the usual type of acute con- 
gestive failure. They are, however, of great 


emergency value in congestive failure accom- 


panied by auricular fibrillation and marked pulse 
deficit, in which case strophanthine or other 
digitalis products may be given intravenously. 

In acute pulmonary edema associated with 
heart failure or nephritis venesection or the use 
of tourniquets, together with 100 per cent oxygen 
administration, is often life-saving. Venesection 
is of no value, however, in pulmonary edema due 
to lung irritants, the only effective therapy here 
being oxygen administration. 

Of the primary respiratory disorders other than 
those due to pulmonary congestion, bronchial 
asthma most often requires emergency manage- 
ment. Some of the drugs which are effective in 
congestive heart failure are also effective in 
asthma, namely, morphine or other sedatives, 
aminophylline, ephedrine, or epinephrine. 
Epinephrine, of course, is the most commonly 
used drug for this condition; where epinephrine 
given subcutaneously does not work, ephedrine 
should be administered by vein. Aminophylline 
given intravenously is also quite effective in 
asthma, and where there is doubt about the 
presence of heart disease, it is preferable to 
epinephrine. Oxygen should, of course, be used 
if cyanosis is present. In anoxemic states mor- 
phine is distinctly contraindicated. As a last 
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resort, helium-oxygen mixture may be given, as 
it may be more effective in relieving cyanosis 
than oxygen alone. 

In circulatory collapse, the determination of 
the cause is often difficult in the absence of a 
history, and in such a patient we must decide 
whether he is suffering from a simple form of 
syncope with collapse or whether he is in shock 
with associated changes in total blood volume. 
In syncope with acute circulatory collapse, the 
circulatory changes are transient, and signs of 
recovery usually appear when the patient is 
placed in a horizontal position. If recovery in 
this position is not prompt, the patient should 
be treated as a case of shock. In shock of any 
type, the administration of fluids intravenously 
is imperative: physiologic salt, glucose, plasma, 
or whole blood if available. Except for main- 
taining the patient in a horizontal position and 
keeping him warm, no further emergency medica- 
tion is necessary except where the shock is re- 
lated to anoxemia, when oxygen administration 
may be specific. Morphine or other sedatives 
are to be avoided except when the patient is 
restless or apprehensive, or is having pain. The 
use of epinephrine to raise the blood pressure in 
shock or circulatory collapse generally does more 
harm than good, and it should be discouraged. 

Epinephrine, however, is of great value in circu- 
latory collapse caused by cardiac asystole, such 
as Stokes-Adams disease and certain types of 
reflex asystole. One must differentiate between 
collapse due to asystole and that associated with 
a slow pulse (above 40 per minute). In these 
latter cases, epinephrine is not indicated, the slow 
pulse being a physiologic response to the low 
blood pressure. 

The most common types of shock which are 
seen in a general hospital are: shock with cardiac 
accidents, such as myocardial infarction, Stokes- 
Adams disease, dissecting aneurysm and peri- 
cardial tamponade. Pericardial tamponade dif- 
fers from other types of shock in that the venous 
pressure is high; however, until the tamponade 
can be mechanically corrected, intravenous fluids 
are indicated as in any other type of shock. 
Shock due to trauma, hemorrhage or burns, like- 
wise requires intravenous fluids as emergency 
therapy: plasma in traumatic shock and burns, 
whole blood in hemorrhage. 

Poison cases make up a large proportion of 
acute medical emergencies. The most common 
ones are due to alcohol, barbiturates, mercury, 
lye, lysol, morphine, iodine, and carbon monoxide 
gas. 
Common to the treatment of all poison inges- 
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tion cases is the removal of the intestinal con- 
tents by stomach tube and possibly catharsis, 
facilitation of urinary elimination by forcing 
fluids and attempts to counteract specifically the 
effects of the drug. 

The exact type of drug therapy depends, of 
course, on the chief effects of the poison. Alco- 
hol, barbiturates and other anesthetic drugs pro- 
duce a profound depression of the central nervous 
system, but except in very large doses have minor 
effects on the respiration and circulation. 

In barbiturate poisoning, central nervous sys- 
tem and neuromuscular stimulants such as strych- 
nine, ephedrine, and picrotoxin are the drugs of 
choice. They can be given in doses far beyond 
the lethal dose for normal individuals. In alco- 
hol intoxication, the same drugs are preferable 
and possibly metrazol is best to restore the 
patient to consciousness, but unless the intoxica- 
tion is profound, no therapy is indicated. 

Where sufficient amounts of these depressant 
poisons are taken to produce depression of res- 
piration or blood pressure, then respiratory and 
circulatory stimulants are also called for. If 
respirations are depressed, coramine or picrotoxin 
are useful. In the Cincinnati General Hospital, 
picrotoxin is used widely, being the drug of 
choice in barbiturate poisoning and in any coma- 
tose condition where respirations are depressed. 
Coramine is probably as effective. 

For poisoning by central nervous system de- 
pressants, such as morphine, which affect chiefly 
the respiratory system, ordinary respiratory stim- 
ulants may be ineffective, and then heroic meas- 
ures to combat the respiratory depression may be 
necessary. In addition to oxygen, 5-10 per cent 
carbon dioxide may be inhaled. Artificial res- 
piration or use of a mechanical respirator may 
be the only effective means of continuing the 
respiratory cycle, and often will tide the patient 
over this critical phase. 

For the ingestion of drugs which stimulate 
the central nervous system, the depressant drugs 
which we have discussed as poisons are the anti- 
dotes. Possibly the most satisfactory depressant 
drug is paraldehyde, which is useful not only in 
convulsions, but in excited delirium of all types. 
It has little effect on respiration and is safe to 
give intravenously if injected slowly to the de- 
sired effect. 

Illuminating gas poisoning is very common in 
Cincinnati, where the lethal effects are due prin- 
cipally to carbon monoxide. Since carbon monox- 
ide combines with hemoglobin and has a greater 
affinity for it than has oxygen, the immediate 
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problem is one of quickly driving off the carbon 
monoxide from the blood and replacing it with 
oxygen. This can be done most effectively by 
administering oxygen in as high concentrations as 
possible, preferably 100 per cent with possibly 5-8 
per cent carbon dioxide added. It should be 
pointed out that oxygen administered by tent 
rarely exceeds 50 per cent and by catheter 60 
per cent. At present, inhalation by oxygen mask 
is the method which supplies the patient with the 
highest concentration of oxygen, but the mask 
must be watched constantly for leaks and oxygen 
must be supplied to it in excessive amounts. With 
proper oxygen administration, most of the carbon 
monoxide can be driven off within an hour, but 
oxygen had best be continued longer. 

With the exception of oxygen administration, 
there is little else to be done for these patients 
except to treat symptomatically. In general, 
the less drugs used, the better. 

In all types of poisons which produce profound 
coma, pneumonia is a frequent complication, and 
in our experience can often be traced to aspiration 
of stomach contents during lavage or after vomit- 
ing. Careful nursing of the patient and the 
judicious use of neuromuscular stimulants will 
often prevent this complication. 

Disorders due to heat are very common prob- 
lems in this city. There are three common dis- 
orders due to a hot environment. These are 
heat cramps, heat exhaustion, and heat stroke. 

Heat cramps (severe cramping of skeletal mus- 
cles) are due to excessive sweating with loss of 
water and sodium chloride. It can be relieved 
by administering water and salt. Often these 
patients are nauseated and vomit, so that ad- 
ministration by mouth is not possible. Then ad- 
ministration by vein of 500 c. c. of physiologic 
saline will relieve the patient. 

Heat exhaustion is essentially fainting or syn- 
cope due to heat, and presents the picture of acute 
circulatory collapse. If the patient is placed in 
the horizontal position in a cool room, the symp- 
toms will gradually subside, but recovery is 
quicker and more complete if water and salt are 
administered by mouth or physiological saline 
given intravenously. 

Heat stroke or hyperpyrexia is a much more 
serious condition and requires prompt and specific 
measures if the patient is to survive. These 
patients are either stuporous or else are in a 
deep coma, depending upon the body tempera- 
ture; their skin is dry and hot, and the body 
temperature tends to rise progressively. The type 
of treatment will depend somewhat on the height 
of the body temperature, but in all cases therapy 
should be directed toward lowering the tempera- 
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ture. The patient should be placed in as cool a 
spot as possible. In the mild cases, with body 
temperatures below 105-106° F., the temperature 
can usually be lowered by evaporating water on 
the body surface. The patient should be con- 
tinuously fanned, and cool water constantly ap- 
plied to the skin surface by spray or in wet 
sheets. At the same time the skin should be 
constantly massaged in order to bring more 
blood to the surface to be cooled. The rectal 
temperature should be obtained frequently in 
order to gauge the effects of treatment. 

The severe cases, whose temperatures may 
range from 106 to over 114° F., must be treated 
more strenuously in order to reduce the tempera- 
ture. Ideally, these patients should be sub- 
merged in a tub of ice water and massaged con- 
tinuously and briskly with the hands or with a 
brush until the rectal temperature falls to about 
103° F., at which moment the patient is removed 
from the tub. Where a tub is not available, the 
patient should be placed on a rubber sheet over a 
soft mattress and cracked ice applied freely to 
the entire skin surface. A pool of ice water will 
form in the rubber sheet and cover a portion of 
the body surface. With this treatment strenuous 
massage of the skin surface is likewise essential. 
After reduction of the body temperature to 103° 
F., the temperature is then controlled with fans 
and wet sheets. 

Vigilance cannot be relaxed at this point, how- 
ever, for the temperature control mechanism of 
the patient is still at fault and the body tem- 
perature may again rise precipitously or fall to 
subnormal levels, depending on the environ- 
mental conditions. The body temperature must 
be regulated closely by following the rectal tem- 
perature and cooling or warming the patient as 
indicated. 

At this stage, administration of fluids, salt 
and glucose, either intravenously or by mouth, 
are indicated. Depending on the severity of the 
reaction, the patient’s ability to sweat and to 
control his body temperature will return in from 
a few hours up to 24 hours. 

In heat stroke, the mortality is related not 
only to the height of the temperature, but even 
more so to its duration. The prime objective in 
treatment is to reduce the body temperature to 
reasonable levels as rapidly as possible. Using 
these principles of therapy in the Cincinnati 
General Hospital, we have had the good fortune 
to see a number of patients recover whose body 
temperatures ranged from 110 to above 112° F. 

The author is indebted to Dr. Daniel Oscherwitz, Re- 
ceiving Ward Physician, for helpful suggestions and criti- 
cisms. 
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HEMATOLOGIC PROBLEMS IN THE GEN- 
ERAL PRACTICE OF MEDICINE* 


By Roy R. Kracxe, M.D. 
Emory University, Georgia 


After an experience of nearly twenty years 
in the study of referred cases of hematologic dis- 
orders from a large number of general practi- 
tioners, I have formulated certain ideas as to 
their problems with respect to the diagnosis and 
management of such diseases. I have very def- 
inite impressions that some blood diseases are 
very well managed by the general practitioner, 
but that certain others are quite often over- 
looked, and those discussed in this paper are in- 
tended to include the latter group. 


ANEMIAS 


For purposes of convenience and discussion 
all anemic states can be divided into four ma- 
jor groups: first, those that are caused by al- 
tered hematopoiesis from whatever cause result- 
ing in the macrocytic types of anemia; secondly, 
those caused by iron deficiency resulting in the 
large group of hypochromic anemias; third, those 
caused by malfunction of the bone marrow re- 
sulting in the hypoplastic and aplastic types; 
and fourth, those caused by excessive destruc- 
tion of red cells. 

In order properly to classify an anemia and 
to recognize the underlying deficiency, it is neces- 
sary that certain laboratory examinations be 
carried out. These should include a complete 
blood count, an estimation of blood platelets, 
measurement of cell size, diameter and volume, 
determination of biliary pigments in the urine 
and in the blood plasma, and reticulocyte count. 
Only after these things have been done is it 
possible to state exactly into which of the four 
classifications an anemia should be placed. For 
example, the so-called primary anemias or the 
macrocytic types are well identified by the mac- 
rocytic tendency of the red cells. It is the 
typical picture seen in pernicious anemia, al- 
though macrocytosis occurs in many other con- 
ditions in which there is interference with the 
maturation of red cells because of a lack of the 
hematopoietic factor. The iron deficiency ane- 
mias are easily recognized because of the ex- 
tremely low hemoglobin content as compared 


*Read in Section on General Practice, Southern Medical Asso- 
ciation, Thirty-Seventh Annual Meeting, Cincinnati, Ohio, No- 
vember 16-18, 1943. 

*From the Department of Pathology, Emory University School 
of Medicine. 
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with the relatively large number of red cells, 
These anemias, therefore, are characterized by 
a low color index and respond very readily to 
adequate iron therapy. The anemias of bone 
marrow dysfunction are usually recognized not 
only because of the existence of the anemia but 
the depletion of other cellular elements supplied 
by the marrow, particularly the granulocytes and 
the thrombocytes. Thus, in aplastic anemia not 
only are the red cells depleted in number, but the 
granulocytes and platelets as well. 

It is the fourth type of anemia that seems to 
be overlooked more than any other, that is, the 
anemias of the hemolytic group, particularly 
those of the congenital or inheritable type. We 
have said many times that the single blood dis- 
ease most often overlooked by the general prac- 
titioner is congenital hemolytic icterus. This dis- 
ease has certain characteristics in common with 
the other types of hemolytic anemias. There is 
an accelerated output of red cells as indicated by 
an increased number of reticulocytes. This is a 
compensatory mechanism on the part of the bone 
marrow because of the excessive destruction of 
red cells. The signs of excessive red cell de- 
struction include not only increased reticulocytes 
but also increased products of red cell destruc- 
tion in the plasma and in the urine. Consequent- 
ly determinations of urobilinogen in the urine 
and bilirubin in the plasma are quite important 
in determining the presence of a hemolytic ane- 
mia. When excessive biliary pigments are found 
one can be reasonably certain that the anemia 
exists because of excessive destruction of red 
cells rather than any interference with their pro- 
duction. Then, if the fragility test shows an 
increased fragility of cells in a patient who has 
an enlarged spleen, the diagnosis of congenital 
hemolytic icterus is readily made. This is a 
valuable test because there is no disease that 
gives an increased fragility test of red cells ex- 
cept the congenital type of hemolytic jaundice. 
In this disease the red cells are smaller than nor- 
mal when viewed in the microscope, that is, their 
diameters are small but the cells are actually 
thicker. Consequently in the stained smear they 
appear to be smaller and highly stained. After 
sufficient experience, it is possible to look at a 
stained film and make a diagnosis of hemolytic 
icterus in nearly all cases. In my experience 
this disease is far more common than pernicious 
anemia, although this impression may not be 
accurate, since most of our practitioners have a 
tendency to treat all of their anemias with mix- 
tures of liver and iron. Therefore, pernicious 
anemia and iron deficiency types as well re- 
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spond to such treatment and seldom filter 
through to the specialist in this field. As a mat- 
ter of fact, most anemias are promptly treated 
with either liver or iron or both without an 
extensive investigation as to the cause and classi- 
fication so that the true nature may be actually 
obscured by the inadequate treatment that is 
sometimes employed resulting in a patient who 
may go along for years half well and half sick, 
treated just enough to mask the diagnostic find- 
ings. 

A very difficult therapeutic problem is the 
patient with aplastic anemia. The cause of this 
disease for the most part still remains unknown. 
Therefore, most of them are designated as idio- 
pathic in type. It is known, however, that cer- 
tain chemical agents such as neoarsphenamine 
and benzene products may depress the bone mar- 
row to such an extent that aplastic anemia may 
develop. This disease responds very poorly to 
any type of treatment and it is a major problem 
to keep a patient alive with the conventional 
method of treatment, that is, repeated blood 
transfusions. So far as I know, at this time 
there is not an effective treatment for idiopathic 
aplastic anemia. 


THE HEMORRHAGIC DISEASES 


It is in this group of diseases that I have ob- 
served some of the most glaring instances of mis- 
management. This is mainly because some of 
my clinical colleagues apparently do not take the 
trouble to discover the underlying deficiency that 
is responsible for the bleeding, but on the con- 
trary treat the patient empirically with any one 
of a number of so-called hemostatic agents. All 
hemorrhagic disease should be classified into one 
of three large groups, that is, first, whether the 
patient is bleeding on the basis of a defect in 
coagulation; secondly, whether it is caused by a 
diminished number of blood platelets; and third- 
ly, whether the bleeding is on a basis of weakness 
of the capillary vessels. At least this much fun- 
damental information should be available before 
it is possible to treat properly a purpuric disease. 
If the platelets are found to be reduced in num- 
ber, then the second problem is to discover 
whether or not the reduction is caused by inade- 
quate production in the bone marrow or excessive 
destruction in the peripheral blood, including the 
spleen. Furthermore, a very careful history 
should be taken on such patients to determine 
whether or not they have ingested chemicals or 
drugs that are known to produce a depression 
of blood platelets, such as the analgesic agent 
“sedormid,” the arsphenamines, or the sulfa- 
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drugs. If it can be determined that the plate- 
lets are low because of increased destruction and 
that the patient has not ingested a chemical or 
drug that is responsible for this, then by a 
process of exclusion, the diagnosis of the splenic 
type can be made and this may eventually lead 
to splenectomy. 

Only after the exact nature of the defect has 
been ascertained is it possible to treat the bleed- 
ing patient in an intelligent manner. Those pa- 
tients showing a defect in the coagulation of the 
blood should be treated with vitamin K or one 
of the synthetic products of this group, partic- 
ularly if there is an increased prothrombin time. 
The prolonged coagulation of the hemophiliac 
can be corrected only by treatment with blood 
transfusions and it should be emphasized that 
the fresher the blood the more efficacious it is. 
It is my judgment that old blood plasma has no 
place in the treatment of the hemophiliac and 
that fresh whole blood or fresh plasma is much 
more efficacious. 

A large number of hemostatic agents have been 
used in the control of hemorrhagic diseases, but 
in my experience most of them are utterly worth- 
less. Snake venom, for example, has been popu- 
lar in recent years, but if this substance has any 
value at all it is only in the non-thrombocyto- 
penic group of bleeding disorders. One of the 
most popular hemostatic agents in current use is 
oxalic acid. One of these is sold under the name 
of “koagamin” which so far as I know is entirely 
without value in any kind of bleeding disease. 

Those patients who bleed because of capillary 
weakness should be carefully studied for the 
cause with a detailed history and careful search 
for foci of infection. Some of them are treated 
on the basis of an allergic disease. 


THE LEUKEMIAS 


There is very little difficulty in diagnosis of 
the typical, well advanced leukemia, regardless 
of its type, but there is a tendency to make a 
diagnosis of leukemia only in the presence of 
extremely high white cell counts in the blood. 
The patient who has a markedly elevated white 
cell count and enlarged spleen associated with 
anemia presents no difficulty in diagnosis, bat 
the forms of leukemia that are most trouble- 
some are those accompanied by a normal or sub- 
normal number of leukocytes in the blood, the 
so-called aleukemic forms of leukemia. These 
patients of course will present the usual clinical 
signs of leukemia in the form of generalized 
lymphadenopathy, perhaps splenomegaly, pro- 
gressive anemia and recurrent febrile attacks, but 
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the absolute diagnostic criterion is the identifica- 
tion of predominant numbers of immature and 
blast leukocytes in the blood. These immature 
blast cells are usually mistaken for lymphocytes 
by the untrained worker because special skill 
and experience are necessary in the interpreta- 
tion of these cells in the stained film. 

In aleukemic leukemia the white cells as well 
as the red cells and platelets may be so low that 
aplastic anemia may be suspected as the proper 
diagnosis. Therefore, it is the finding of the 
immature blast cells in the blood that establishes 
the difference between these two diseases and 
bone marrow studies usually confirm the diag- 
nosis. In my experience there is little or no dif- 
ference in the therapeutic measures that should 
be employed in high cell count leukemias and 
those with low cell counts. We use radiation 
treatment for both, this being applied to the 
enlarged glands or spleen when indicated. Many 
years ago the number of leukocytes was an im- 
portant criterion as to the amount of radiation 
that could be given to the leukemic patient, but 
today we treat the aleukemic forms just as vig- 
orously with radiation as those with high cell 
counts. For example, if the patient has only 
3,000 leukocytes per cu. mm. and many of these 
are leukemic cells we do not withhold radiation 
treatment because the white cell count is low. 

All leukemics should be treated with sup- 
portive measures which for the most part consist 
of repeated blood transfusions. So far as I know 
there is no specific agent that is effective in 
the control of leukemia except radio-active ma- 
terials either in the form of radiation or one of 
the newly introduced radio-active isotopes. At 
this time experience with radio-active isotopes, 
particularly radio-active phosphorus, indicates 
that they have about the same therapeutic value 
as conventional radiation, but in the acute leuke- 
mias they are without value. However, none of 
these or other therapeutic agents introduced 
within recent years appears to be effective in 
leukemia to the point of prolonging life. 


INFECTIOUS MONONUCLEOSIS 


The diagnosis of this rather common disease 
is often missed by the general practitioner of 
medicine. This is mainly because of its wide 
variety of symptoms and its many different 
clinical forms. Infectious mononucleosis may be 
seen as a throat disease and it may be confused 
with such conditions as tonsillitis, Vincent’s an- 
gina, streptococcic sore throat and even diph- 
theria. Nearly all patients have generalized 
lymphadenopathy, but a few do not. The lym- 
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phadenopathy may be regional rather than gen- 
eralized and rarely there may be enlargement 
of the deep seated glands with no enlargement 
of the superficial groups. In some of these pa- 
tients the only evidence of enlarged glands may 
be very small shotty nodes in the posterior cervi- 
cal chains. There is also a marked variation in 
the other clinical manifestations. Some patients 
are very sick and run a long febrile course that 
may extend for three or four weeks and others 
do not have fever at all but remain what we have 
termed walking cases of infectious mononucleosis, 

A study of the blood shows the typical cells 
that are characteristic of this disease. The leuko- 
cyte count is usually elevated, sometimes to as 
high as 50,000 cells per cu. mm., but on the 
other hand, the patient actually may be leuko- 
penic, but even so, there is a predominance of 
the characteristic lymphocytic cells. The diag- 
nosis can be confirmed by the so-called sheep 
cell test or heterophile antibody reaction, which 
is positive in nearly 100 per cent of the cases. 
In some patients the agglutinin titer does not 
develop until fairly late in the disease and we 
have seen some patients with negative heterophile 
antibody tests in the beginning, but with positive 
tests later in the disease. 

Practically all of these patients recover and 
no specific therapy is indicated. Transfusions 
and sulfa-drugs have been recommended by some 
workers. I believe these measures are unneces- 
sary unless secondary infection is present. Symp- 
tomatic treatment seems to be all that is neces- 
sary. I am sure that most cases of infectious 
mononucleosis are unrecognized in general prac- 
tice, but masquerade with a variety of diagnoses, 
including the throat diseases, influenza, atypical 
or virus pneumonia, even meningitis, and a few 
of them are labeled as having such serious dis- 
eases as leukemia. Within the past year I have 
seen three young patients who had been given a 
tentative diagnosis of leukemia, but who had in- 
fectious mononucleosis. It is important to re- 
member that some of these patients give tem- 
porary positive serological reactions for syphilis. 
It is a tragic mistake to label a young boy or gitl 
as a syphilitic when they actually have infectious 
mononucleosis. 


POLYCYTHEMIA VERA 


The diagnosis of polycythemia vera is usually 
established by the presence of an enlarged spleen 
and excessive numbers of circulating red cells 
in the blood. The patient usually is a man who 
is middle aged or beyond and who has an €n- 
larged spleen that is hard and non-tender and 
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whose red cell count is around 7,000,000 with 
well over 100 per cent hemoglobin. We fre- 
quently see patients who have elevated red cell 
counts and the question often comes up as to 
whether such patients have polycythemia vera, 
but we have come to recognize the fact that there 
is a considerable variation in the normal num- 
ber of red cells and that we often see patients 
who have a normal red cell count approaching 
6,000,000 per cu. mm. If such a person shows 
no signs of illness and if the spleen is not en- 
larged, then we are not justified in making a 
diagnosis of polycythemia vera. I would like to 
point out that on several occasions I have seen 
patients who were being treated for a supposed 
polycythemia vera who in my judgment had 
never had the disease, since the diagnosis had 
been made on the finding of a moderately ex- 
cessive number of red blood cells. 

The treatment of polycythemia vera has un- 
dergone considerable revision in recent years. 
Many years ago the treatment of choice was the 
administration of some drug that would de- 
stroy the excessive number of red cells. The 
most popular one was acetyl phenylhydrazine. 
However, this treatment is not without danger 
because of the increased pigments released from 
the excessive cellular destruction. The most ef- 
fective treatment today is repeated venesection 
and this is the type of therapy that we employ 
routinely. These patients should be bled suf- 
ficiently to keep the hematocrit level always be- 
low 50 and preferably nearer 45. The number of 
venesections necessary to accomplish this varies 
in different patients and depends of course upon 
the extent of hematopoietic activity, but in the 
average patient bleeding every two to four weeks 
is sufficient to keep the hematocrit level down 
to that figure. Since the war has accentuated 
the donation of blood for the Red Cross we sim- 
ply send them to the bleeding center and have 
the venesection done there. If the hospital op- 
erates a blood bank, the blood can be drawn 
and the cells and plasma used for therapeutic 
purposes. Incidentally, there is no harm in 
using polycythemic cells for the transfusion of 
anemic patients. We have done this on many 
occasions and for a long time, the main source of 
blood for one of our patients with aplastic anemia 
was a patient with polycythemia vera. 

I do not think that it is necessary to bleed 
the polycythemic patient to the point of his be- 
coming anemic in order to produce microcytosis 
of the red cells and consequently a lowered cell 
volume. Furthermore, I do not think it is 


established either that polycythemic patients 
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should be on a low iron diet. In my judgment 
the most important and probably the only thera- 
peutic measure necessary is repeated venesection 
to the extent that the total cell volume remains 
within normal limits. There is some evidence 
that radio-active phosphorus is highly effective, 
but since this agent is not generally available, 
it cannot be widely used. 


BLOOD AND PLASMA TRANSFUSIONS 


Within recent years since the operation of 
biood banks in many of our hospitals and since 
the widespread use of blood plasma there has 
been a tendency to use blood plasma in the treat- 
ment of some diseases in some of which it is 
not indicated. The indications for blood plasma 
can be summarized very simply by stating that 
it is a very valuable agent in the treatment of 
shock or hemorrhage or both, in burns, and in 
any situation in which there may be hypopro- 
teinemia. However, I have seen blood plasma 
used in patients with anemia where there is no 
indication for it and where as a matter of fact 
it is contraindicated. Because of its accessi- 
bility, convenience and ease of administration, 
there is a tendency to use it when whole blood 
transfusions would serve the purpose much 
better. 

We have had some experience with the use of 
washed red cells in the treatment of anemia and 
are quite convinced that this has a very definite 
place in the treatment of anemic states in which! 
large amounts of red cells are necessary. In 
the operation of a blood bank, it is possible to 
pool the washed red cells of three or four dona- 
tions and give quite a massive transfusion, build- 
ing up the cell values from extremely low levels 
to comparatively high values without introduc- 
ing an excessive amount of fluid into the cir- 
culation. This procedure is particularly valuable 
in the treatment of aplastic anemia. 

In recent years it has become the practice to 
use citrated blood almost entirely in transfusions. 
It is our belief that there are rare occasions when 
whole blood by the direct method is much better 
than citrated blood and this is particularly true 
of transfusions in the hemorrhagic diseases. The 
recent observations of Pennell’ indicate that 
sodium citrate and other anticoagulant agents 
may interfere considerably with the release of 
thromboplastin from the blood platelets and 
could conceivably prolong the coagulation rate 
of the patient. We have seen an occasional pa- 
tient in whom the results of blood transfusions 
were much better when blood by the direct 
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method was given and this is notably true in 
the hemophiliac. 


THE RH FACTOR 


The advent of knowledge concerning the 
presence of a new agglutinogen in the red cells 
known as the Rh factor has further complicated 
the problem of transfusion. It is now well known 
that 85 per cent of people have the Rh factor, 
and that in the 15 per cent who do not there may 
be danger of their developing anti-Rh agglutinins 
when Rh positive cells are introduced into their 
circulation. There has been general acceptance 
of the work that erythroblastosis fetalis in the 
Rh positive baby born of the Rh negative mother 
is on this basis. Also, it is now realized that the 
administration of repeated transfusions to the Rh 
negative patient may be followed by a gradual 
building up of anti-Rh agglutinins with subse- 
quent increasing intensity of reactions from 
transfused blood. Therefore, in the transfusion 
of whole blood it is necessary to determine 
whether or not such problems may arise in the 
patient being transfused and if so it is necessary 
that investigation of the Rh factor be made in 
order to avoid post-transfusion reactions on this 
basis. It is my judgment that a large number of 
post-transfusion reactions of the past have been 
on the basis of the transfusion of Rh positive 
blood into Rh negative recipients who had de- 
veloped the anti-Rh agglutinins. This means, of 
course, that facilities for determination of the 
Rh factor should be available in all institutions 
where transfusions are employed. 


EOSINOPHILIA 


Another problem that has been referréd to me 
many times is that of eosinophilia. I have seen 
many patients who presented large numbers of 
eosinophils and in some of these the reason for 
this never became apparent. It is well known, of 
course, that eosinophilia is found in a consider- 
able number of diseases such as trichinosis, the 
allergic states, intestinal parasites, and various 
skin disorders, but, nevertheless, there are many 
patients in whom none of these diseases can be 
demonstrated and consequently have what might 
be termed an idiopathic eosinophilia. We have 
studied a number of these for the past several 
years and I have about reached the conclusion 
that eosinophilia may be a normal state in an oc- 
casional individual. It does not follow, of course, 
that we should lessen our efforts to find the cause 
of eosinophilia in any patient, but after an ade- 
quate study has been made and we are unable to 
State its cause, I think that the problem may be 
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dismissed with the tentative acceptance that 
eosinophilia may be normal for that patient. 


BLOOD CHANGES FROM DRUGS 


In recent years with the widespread use of 
sulfa-drugs new problems have arisen in hema- 
tology with respect to their action on the blood. 
It is now generally recognized that an occasional 
patient may be sensitive to the action of sulfa- 
drugs so that one of a number of blood compli- 
cations may develop. The most common one is 
hemolytic anemia, in which the red cells may 
show a precipitous fall after-the administration 
of a relatively small amount of the drug and 
this complication may occur within two or three 
days of the beginning of treatment. It is well 
accepted now that an occasional patient may 
show a depression of the bone marrow from the 
action of the sulfa-drugs to the extent that the 
white cell output is markedly diminished and 
that the condition of agranulocytosis may sub- 
sequently develop. Furthermore, an exact op- 
posite reaction may be seen in which there is 
a marked stimulation of leukopoiesis with a tre- 
mendously elevated leukocyte count presenting a 
typical leukemoid reaction. I have observed 
this in some patients after there had been a pre- 
vious depression of granulocytic output. Fur- 
thermore, an occasional patient may show a 
marked depression of the blood platelets from 
the administration of the sulfa-drugs. I have 
seen six such patients and whenever thrombo- 
cytopenia occurs on this basis it presents a very 
serious clinical problem, since four of our pa- 
tients died from resulting uncontrollable hemor- 
rhages. It is important, therefore, to remember 
that serious reactions in the blood do occur in 
occasional individuals being treated with sulfa- 
drugs and that the practice of giving patients 
large amounts of such drugs without further 
observation or control is dangerous. 


TECHNICAL METHODS AND SERVICES 


From what has been stated before, it is ob- 
vious that the physician who is able to diagnose 
properly and manage blood diseases can do so 
only with the aid of laboratory tests of various 
types. Such tests play an important role not 
only in the diagnosis of blood diseases but in 
their management as well. Therefore, it follows 
that the general practitioner must have access 
to laboratory facilities where such tests can be 
satisfactorily performed. A certain minimum of 
tests are necessary properly to evaluate the 
blood diseases. There should be facilities avail- 
able for carrying out complete blood counts with 
a method for hemoglobin estimation that is ac- 
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curate. It is not possible for all people to have 
access to a photoelectric colorimeter, but the 
Sahli method is probably best among the less 
expensive instruments. There should be facili- 
ties for carrying out hematocrit determinations 
which involve the use of a good centrifuge. In 
the hematological laboratory there should be 
facilities for reticulocyte counts, urobilinogen de- 
terminations, icterus index estimations, bilirubin 
determinations, prothrombin time, coagulation 
and bleeding times, clot retraction determina- 
tions, platelets counts, and so on. All of this 


‘ does not require a great amount of laboratory 


equipment. It is possible to equip a small lab- 
oratory to do this for as little as $200.00. It does 
require, however, the services of a person who 
is expert in performing these tests. They cannot 
be done by a half-trained so-called laboratory 
technician. They must be done by a person who 
has had sound, thorough and adequate training 
in the field of laboratory technic. How the 
general practitioner is going to get such services 
to aid him in the diagnosis and management of 
blood diseases is a large problem indeed and I 
must admit that there is no satisfactory answer 
for it at the present time. 

When I think of the number of times that I 
have seen blast cells characteristic of leukemia 
classified as lymphocytes by the laboratory tech- 
nician and consequently the entire diagnosis 
missed by that one error, and the times that [ 
have seen blood platelets called malarial para- 
sites, then the question assumes a great im- 
portance. The general practitioner must not 
only have such services available if he wishes 
to diagnose blood diseases, but he must also have 
assurance that such services are reliable and de- 
pendable. Consequently it behooves those who 
utilize laboratory services of this type to investi- 
gate carefully the training, background, edu- 
cation and experience of the person who is per- 
forming these important tests. It is easy to pur- 
chase the necessary equipment to do satisfactory 
hematological work, but it is equally difficult to 
purchase the necessary type of technical service. 
The physician who has not access to such serv- 
ices in his own office should certainly ally him- 
self with a small hospital or medical center 
where such services are available. This is not 
only important in hematology, but in the diag- 
nosis and management of other diseases as well. 
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DISCUSSION 
(Questions and Answers) 


Question—In testing leukemia I think the thing we 
are chiefly concerned with is the amount of granular 
leukocytes the blood stream has been given as protec- 
tion against the common pyogenic bacterias. In the 
leukemias these are reduced to a minimum, and at 
times to none. Anyone in a leukemic state has a very 
low resistance to pyogenic infection. I would like to 
ask the essayist, accepting that as a fact, are we justi- 
fied in using radiation therapy in the aleukemic phase 
of leukemia? 


Question—I would like to ask whether bone marrow 
examinations were done? 


Question—I would like to ask Dr. Kracke whether he 
places any value in the transfusion of small amounts of 
bone marrow from one individual to another in aplastic 
anemia? Also whether the sulfa-drugs are being used 
in ap’astic anemia? 


Question—Is eosinophilia a frequent finding, or does 
it occur only in chronic undulant fever? 


Question—Is the trouble in the megakaryocyte or in 
the spleen. I have always had the notion that the sp'een 
destroyed any immature platelets, and I wonder if Dr. 
Kracke has done any work on immature platelets after 
the spleen is taken out. 


Question—I wish Dr. Kracke would di‘ate a little 
on the use of the washed blood cel's in_ trans- 
fusion, particularly insofar as the preparation and 
grouping of the cells are concerned. I also wondered if 
Dr. Kracke occasionally sees cases of apparently mild 
aplastic anemia, which in time develop into a true 
leukemia ? 


Dr. Kracke—1I agree with Dr. Neal in respect to 
a'eukemic leukemia. A few years ago the only reason 
we used radiation in the aleukemic cases was that we had 
nothing else to do for this type of patient. 

We have been very much interested in cases of aleuke- 
mic leukemia, to see what happens when we give 
heavy radiation to the spleen. We did it with fear and 
trembling, of course, wondering if we would press the 
leukocytes down to a lower level, and it sometimes did, 
but it is our impression that when the leukocytes get 
lower, a subsequent treatment of radiation makes them 
more resistant to falling to a lower point. We cer- 
tainly had a patient whose leukocytes reached one thou- 
sand from an initial count of seven or eight thousand, 
and after the count became one thousand the patient 
developed an infection, a secondary process, and died. 
We thought in that patient we had over-treated. 

With respect to the bone marrow examination: in 
the first p'ace this is a very difficult and complex pro- 
cedure. We have been interested to know the condi- 
tion of the marrow, naturally, as all hematologists are, 
and some men recommend doing it routinely. We must 
remember that the bone marrow method employed is 
very restricted and the material obtained on biopsy is ex- 
tremely restricted, and because of that it is difficult to 
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make adequate interpretations of it. I have not been 
sold on bone marrow examinations as a routine. They 
are often valuable in cases where one is looking for 
tumor cells. 2 

I feel that in nearly all cases of aleukemic leukemia if 
we study the blood long enough and a sufficient num- 
ber of times we will find leukemic cells. We intro- 
duce a needle in the sinusoidal space, and we more 
often than not withdraw only circulating blood with 
a few cells detached from the lining. It is quite dif- 
ficult, as any patho'ogist knows, to make any sort of 
an examination on material which is inadequate. 

With respect to bone marrow transfusion, so far as 
I know, there is no value in the transfusion from one 
patient to another because if you remove the specimens 
you will get exactly the same sort of material I have just 
described. We gave it a try-out and are now convinced 
that there is no value in it. 

As to the question of using the sulfa-drugs in aplastic 
anemia, I think that depends on the patient. If a pa- 
tient is overwhelmed by infection, then certainly you 
should not withhold sulfa-drugs. 

I do not know that eosinophilia is a characteristic 
finding in undulant fever. We have never regarded it 
as such. It may be that a study of a sufficient number 
of cases of undulant fever might show that they have 
eosinophilia, but that brings up the question of who 
knows when a patient has undulant fever. We see 
many patients who have been diagnosed as having un- 
dulant fever, but from the standpoint of the laboratory 
findings we are not at all sure that the diagnosis is justi- 
fied. We do all the tests which are supposed to indicate 
the presence of that disease, but it is doubtful in my 
mind that we have as much undulant fever as some of 
my colleagues seem to think. 

As to the immature platelets: in the first place I do 
not know what an immature platelet is, but I am con- 
vinced in thrombocytopenic purpura that in spite of the 
fact that splenectomy is curative, the spleen shows no 
pathologic change. Certainly you do not see evidence of 
an increased phagocytosis. We did a splenectomy on 
one case with a platelet count around five thousand, and 
postoperatively the platelets did go up from that figure 
to two and one-ha'f million. What is it in this perfectly 
normal spleen that so depressed the number of platelets? 
We do not have an answer to that question yet. 

I do not believe there is any evidence of leukemic 
allergy. I have looked upon the chronic form as malig- 
nant hematopoietic tissue. 

When we use washed red cells, it is necessary, of 
course, that we do the usual cross matching. We must 
be sure that the cells we are putting together are com- 
patible with the recipient. 

I have seen patients with aplastic anemia and a!euke- 
mic leukemia in whom we could find no immature cells, 
and the only method of making the distinction was by 
bone marrow studies. 

Aleukemic leukemia and the aplastic types may be 
closely allied. The fact that they are difficult to dis- 
tinguish may lead us to suspect that chemical agents 
may be at the basis of some of the aleukemic states 
as well as aplastic anemias. 
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COMMUNITY BLOOD AND PLASMA 
TRANSFUSION SERVICE* 


By Paut I. Hoxwortu, M.D., Px.D. 
and 


Gorpon Btock, M.D. 
Cincinnati, Ohio 


The transfusion of whole blood and plasma 
has assumed increased importance in civilian as 
well as in military medicine. Recognition of 
the value of transfusions in the treatment of 
shock and hemorrhage, in regulating water bal- 
ance, as an aid to wound healing, in nutrition 
and in combating infection has resulted in a 
sharp rise in the demand for blood and plasma 
in every community. In order to cope with the 
demand blood banks have been developed and 
much progress has been made in the proper 
preparation and preservation of plasma in its 
three physical states, liquid, frozen and dry. 
This progress has been given considerable im- 
petus by the war. The production and supply of 
blood and plasma and its derivatives through 
the coordinated efforts of individual investiga- 
tors, the National Research Council, the Ameri- 
can Red Cross and commercial drug firms have 
been amazingly rapid in development. 

In civilian practice facilities for the provision 
of blood and plasma have extended with but few 
exceptions only to arrangements within indi- 
vidual hospitals. For a complete blood and 
plasma service within a single hospital the cost 
of equipment and of trained personnel and 
proper supervision, space requirements, and the 
problems in maintaining without waste an ade- 
quate inventory of blood of the various groups 
and of plasma reserves properly preserved are 
indeed tremendous obstacles in the way of ef- 
fective and economical operation. The purchase 
of plasma from a commercial house offers an 
easy solution to these problems, but there are 
three natural objections to this plan. First, the 
commercial house must pay professional donors 
and the cost to patients who are able to pay 
rises accordingly. Second, repayment for in- 
digent patients must be made in money instead 
of in blood donations from friends and rela- 
tives. A third objection to this plan is that re- 
serves of whole blood, often more desirable than. 


*Read in General Clinical Session, Kentucky and Ohio Day, 
Southern Medical Association, Thirty-Seventh Annual Meeting, 
Cincinnati, Ohio, November 16-18, 1943. 

*From the Department of Surgery, College of Medicine of the 
University of Cincinnati, and the Cincinnati General Hospital. 
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plasma, cannot be coordinated into the function 
of plasma production. 

In contrast to these plans, that of the indi- 
vidual hospital preparing its own or that of pur- 
chase from a commercial house, a well organized 
community blood and transfusion service over- 
comes many obstacles in the way of economical 
and effective operation. Such a plan requires 
the co-operative effort of a group of hospitals. 
Duplication of costs of equipment, personnel and 
operation is avoided. The ultimate expense of 
the product is reduced when friends and rela- 
tives of the patients may serve as free blood 
donors. In addition, the medical direction of an 
organization of this kind can be readily secured 
on a volunteer basis among physicians who are 
interested both in having a blood bank and 
plasma center for their community and in con- 
tributing to improved knowledge concerning the 
entire subject. In short, it affords advantages to 
patients, doctors and hospitals similar to those 
offered by a modern dairy as opposed to a sys- 
tem of individual milking. 

A community transfusion service has been de- 
veloped in the department of surgery at the Uni- 
versity of Cincinnati and the Cincinnati General 
Hospital and has been in operation since Decem- 
ber 10, 1938. Its pioneer development was spon- 
sored by the Cincinnati and Hamilton County 
Chapter of the American Red Cross. Sponsorship 
by the University of Cincinnati is now deemed 
more suitable and transfer of the service to the 
University has just been made. 

This paper describes in brief the method of 
operation of this service in relation to the hos- 
pitals in the metropolitan area of Cincinnati and 
to the community. No reference is made to de- 
tails of technical operation, since these in part 
have been and are being described elsewhere.* 
They are also depicted in a motion picture being 
shown at this meeting. 

Service headquarters are at the Cincinnati 
General Hospital and include office space, facili- 
ties and forms suitable for accurate recording 
of all transactions, rooms equipped for the draw- 
ing of blood from donors, a blood storage room 
with large refrigerator and a laboratory for 
cleansing and assembling donor sets and for the 
testing of blood. Another laboratory room is 
equipped for the preparation of liquid, frozen 
and dry plasma. This includes a set of torsion 


scales, a large centrifuge, a laboratory desk 
equipped with compressed air lines and suction 
apparatus for the pooling and redistribution of 
plasma, mechanical refrigeration equipment, a 
low-temperature storage cabinet, an automatic 
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shelling chamber, and a vacuum pump, conden- 
sor and oven for drying plasma from the frozen 
state. The methods, technics, and equipment 
used in the drawing of blood and in the prepara- 
tion and processing of plasma are almost identi- 
cal to those outlined by Strumia, McGraw and 
Reichel? 

The personnel of the service consists of a di- 
rector from the attending staff of the department 
of surgery, an assistant director from the grad- 
uate school of surgery, a secretary, five labora- 
tory technicians, a diener and four trained part- 
time volunteers. 

The service is in operation twenty-four hours 
a day, seven days a week. It is at the disposal 
of fifteen hospitals in the Cincinnati metropoli- 
tan area and offers whole blood of all four 
groups, plasma in the liquid, frozen and dry 
states, and red blood cells suspended in saline- 
glucose solutions. Whole blood is dispensed only 
at the request of a physician and on receipt of a 
simple form containing information necessary 
for recording the transaction. These forms are 
provided to the hospitals in advance. It may be 
stated here that, in relation to hospitals other 
than the Cincinnati General Hospital, the service 
is not intended to replace the normally operating 
functions of the hospital pertaining to the trans- 
fusion of whole blood. Instead, it is planned to 
supplement these functions with a service which 
will make compatible and suitable blood quick- 
ly available whenever needed. In the majority 
of instances in any hospital the proper donor 
may be found among friends of the patient with- 
out undue delay. The service is of value when 
friends or relatives of the patient cannot be lo- 
cated or are not of the compatible blood group 
or when an emergency exists which does permit 
waiting for laboratory search. 

Pooled human plasma is prepared in its three 
physical states, liquid, frozen and dry, because 
each has its peculiar advantages and disadvan- 
tages. Liquid plasma is not stored as such for 
long periods for two reasons. The first is that of 
danger of bacterial growth, even though a pre- 
servative of 1:20,000 merthiolate is added and 
refrigeration is at 4° C. The second is that of 
the rapid deterioration of prothrombin, comple- 
ment and fibrinogen. A small inventory of twen- 
ty to thirty units (250 c. c. per unit) of liquid 
plasma, which is constantly being replaced with 
fresh units, is maintained because it does not 
have to be thawed or restored with water for im- 
mediate use. 

Most units of plasma are frozen immediately 
after distribution from the pools and held in a 
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chamber at -40° C. In the frozen state oppor- 
tunities for bacterial growth are minimized and 
there is no deterioration of components. Frozen 
units are issued with instructions for thawing 
in a water bath at 37° C. The only disadvan- 
tage of these as compared with liquid units, is 
the time required for thawing, which is from 
twenty to thirty minutes. They are not issued 
to hospitals long in advance of need because of 
the low-temperature refrigeration requirements. 

A great portion of the plasma prepared by the 
service is dried from the frozen state. The ad- 
vantages of dry plasma are that it can be trans- 
ported and stored in hospitals long in advance 
of need under all ordinary conditions of tempera- 
ture, it can be restored for use with distilled 
water in from two to three minutes, and it can be 
used in the concentrated form if desired. The 
disadvantage is that prothrombin and comple- 
ment content is reduced. All hospitals partici- 
pating in the service are given a stock of dry 
plasma for use in emergencies or in any other 
case in which its use is elected. 

When any plasma is used, proper entry of in- 
formation on forms supplied to the hospital is 
made. For liquid or frozen plasma these forms 
are presented to service headquarters at the time 
the plasma is issued. For dry plasma they are 
forwarded by mail or messenger within a few 
days after the units are administered to the 
patients. 

Red blood cell preparations, after centrifuga- 
tion and removal of plasma by a closed system, 
are held in the refrigerator at 4° C. and are 
issued either in saline-glucose suspension or as 
they are for suspension by the user as the occa- 
sion demands. They are discarded if not used 
after five days. 

Repayment of the obligation to the service is 
made according to the circumstances of the pa- 
tient and his family. These circumstances are 
indicated on the request forms by the physician. 
Most patients fall into one of four classifications. 
If the patient has the money and has willing 
blood donors, the charge is $12.50 and one donor 
for each unit of blood (500 c. c.) or plasma 
(250 c. c.); if he has the money and has no 
willing donors the charge is $25.00; if he has 
willing donors but no money, two suitable donors 
are accepted for each unit used; if the patient 
is indigent and has no friends or relatives will- 
ing and able to serve as donors, the blood or 
plasma is supplied without obligation out of re- 
serves obtained from the two-for-one trades. Red 
blood cell suspensions are a by-product of plasma 
preparation and are charged for at one-half these 
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rates. All classifications are flexible and obli- 
gations are always adjusted to meet the circum- 
stances. For example, if a patient who is neither 
indigent nor well-to-do has received eight or 
nine units of plasma and has been subjected 
to the expense of protracted hospital and medi- 
cal care, any part of the accrued obligation either 
in blood donors or in money is acceptable as 
payment in full. A statement by the patient’s 
doctor as to the limit of the ability to pay is ac- 
cepted as final. In any event, no method of col- 
lection other than a simple statement of obliga- 
tion is ever used. At no time during the five 
years of operation of this service has blood or 
plasma been refused, the reserves have never 
been exhausted, and no blood has been pur- 
chased from donors by the service. The finan- 
cial experience resulting from this method of 
operation is recorded below. 

Donors present themselves at central head- 
quarters during three regularly scheduled half- 
day periods each week. At these times a phy- 
sician is present to draw the blood. He is paid 
by the participating hospitals, the share of each 
being pro-rated according to the number of trans- 
actions during the preceding month. This 
amounts to about 40 cents for each transaction. 
There is no other charge made to hospitals by 
the service. 

In a few respects the operation of the service 
for patients in the Cincinnati General Hospital 
differs from that for patients in other hos- 
pitals. Since all patients in the General Hos- 
pital are on a free medical service basis all re- 
payment is made with blood donors. No cash 
transaction is ever involved. Also donors are 
received at any time of the day or night, since 
the blood is drawn by the intern or house doctor 
concerned and since the appointment is made 
through him. A technician and other facilities 
of the service are at his disposal at all hours. 
Within the General Hospital replacement of a 
unit of blood or plasma becomes the obligation 
of the hospital service, such as medicine or gen- 
eral surgery, to which it was issued. Each hos- 
pital service is held responsible for a balance of 
its own debit and credit columns in the monthly 
record of transactions compiled at service head- 
quarters. In this way an obligation is not can- 
celled when a physician who makes a withdrawal 
is transferred to another service or terminates 
his residency. Since the obligation is met by 
the service, replacement is on a unit-for-unit basis 
within the General Hospital. In turn, the Gen- 
eral Hospital provides rent-free space, heat, light, 
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laundry and chemicals used in donor booth and 
in laboratory operation. 

The best index to the usefulness of this service 
to the community is its degree of growth in 
terms of the number of transactions of units of 
whole blood and plasmas. In the five years of 
operation there has been a progressive increase 
from 2,687 units for the first twelve months of 
operation to 5,630 units for the last twelve 
months ending September 30, 1943*. This is 
an increase of 109 per cent and it has occurred 
without any attempt at promotion. Continued 
recent growth is indicated by a comparison of 
the experience in transactions for the six-month 
period from October, 1942, through March, 1943, 
with the six-month period from April, 1943, 
through September, 1943. During the first period 
there were 2,491 transactions as compared with 
3,139 during the second period. 

The financial experience of the service is of 
interest. It is operated strictly on a non-profit 
basis. Medical direction is volunteered without 
pay. The expenditures represent salaries for 
secretarial and technical personnel, cost of sup- 
plies and equipment for the office and labora- 
tory, and maintenance cost on refrigeration and 
laboratory equipment. Items furnished by the 
Cincinnati General Hospital are not included in 
the expenditures. The income to the service is de- 
rived entirely from patients who are paying for 
private hospital and medical care and who have 
received blood or plasma from the secvice. The 
total expenditures for the twelve-month period 
ending September 30, 1943, were $10,192.50. 
The cash receipts for this period were $12,246.50. 
The difference of more than $2,000.00 is ade- 
quate to meet the cost of depreciation in fixed 
equipment. Since during this same period there 
were 5,630 transactions in blood and plasma, 
each transaction cost the service about two dol- 
lars. This cost was paid by the patients who 
received the benefits, at the rate of not more 
than $25.00 or $12.50 and one donor for each 
unit. In no instance has there been more than a 
simple statement of obligation to the patient in 
attempt at collection, and blood and plasma in 
any amount requested has always been issued 
regardless of the financial circumstances of the 
patient. 


Because of the demands on medical personnel 


*These figures represent full units of whole blood (500 c. c.) 
and plasma (250 c. c.). They do not include units of red blood 
cell suspensions. 
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and the necessary restrictions on material or- 
ganization of blood and plasma services, as far 
as civilian medical practice is concerned, can 
proceed very little for the duration of the war. 
After the war adequate medical care must include 
blood and plasma services that meet the require- 
ments of the patient, the physician and the hos- 
pital. A community service similar to that just 
described is one solution to the problem. 

Under this plan the patient receives blood and 
plasma in the amount needed regardless of his 
financial circumstances. If payment in money 
cannot be made he still may participate by sup- 
plying blood donors from his friends and rela- 
tives. There are no restrictions placed on the 
physician either in amounts of blood or plasma 
readily available or by the financial ability of 
his patient. The participating hospital, too, re- 
ceives the advantages of being able to furnish 
blood and plasma in all cases, without the neces- 
sity either of an independent service, with at- 
tendant problems in supervision or expense, or of 
purchase of a commercial product for charity 
patients. Finally this service is one which is 
supported within the community and which is 
paid for by those who receive the benefits with- 
out excessive cost to the individual and without 
governmental subsidy. 
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DISCUSSION 
(Questions and Answers) 


Question—Is there any attempt made to segregate 
the colored and white blood? 


Dr. Hoxworth—We always keep the colored and white 
blood separated. As we ali know, there is no scientific 
reason, but merely a social reason for doing that. Re- 
gardless of how we feel about it, we respect the opinion 
of those who feel differently. We issue no colored blood 
to white individuals unless it is an indigent person who 
has no donors and no money and who would not other- 
wise receive any blood and who knows he is getting 
colored blood. 
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PUBLIC HEALTH PROBLEMS IN CAN- 
TONMENT AND EXTRA-CAN- 
TONMENT AREAS* 


By R. H. Hutcueson, M.D.7 
Nashville, Tennessee 


On the day I received an invitation to prepare 
this paper, I wrote a number of state health of- 
ficers asking each of them to choose someone on 
his staff who would describe in detail some par- 
ticularly harassing problem, created as a result of 
a nearby military camp, and offer his solution to 
that problem. Knowing venereal disease to be 
a problem confronting most health officers in 
such areas and already having asked one of the 
Tennessee local directors to assist me with that 
part of the story, I requested that venereal dis- 
ease control not be included. 

In spite of my request, all replies outside 
Tennessee, except one from Alabama, and all 
within Tennessee, except one, dealt with venereal 
disease control. 

Obviously, venereal disease control constitutes 
the major problem; however, it is not the only 
one. To list all problems with which health of- 
ficers in extra-cantonment areas are faced would 
require the listing of all services rendered by 
state and local health departments. In general, 
our problems are the same old problems with 
which we have been faced since the beginning of 
organized public health work. In so far as I am 
able to see into the future, the personnel prob- 
lem will not improve; therefore, it behooves us 
to get busy with what we have left and devise 
ways and means of doing the work that is ex- 
pected of us. 

One of the first difficulties encountered by 
our department was one of reporting. This in- 
cluded not only mortality, morbidity and birth 
reporting, but reporting by the Federal agencies 
to the state health department of proposed loca- 
tions of camps and war industries. Frequently, 
camp sites were selected and work begun before 
any preparation could possibly be made at either 
the state or local level for the protection of the 
public’s health. There are instances where the 
total county population was more than doubled 
within the space of two weeks. This difficulty 
has been solved by time; and, largely through 
luck, no serious epidemics resulted. 


*Read in Section on Public Health, Southern Medical Asso- 
ciation, Thirty-Seventh Annual Meeting, Cincinnati, Ohio, Novem- 
ber 16-18, 1943. 

tCommissioner, State Department of Public Health. 
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We have partially solved the question of birth 
and death reporting in Tennessee by means of a 
cooperative exchange of certain information con- 
cerning births and deaths between the Tennessee 
Department of Public Health and the Tennessee 
Office of Price Administration. 

Briefly, this program consists of furnishing to 
local war price and rationing boards lists of births 
and deaths registered with local registrars of 
vital statistics. In turn, the local war price and 
rationing boards furnish local registrars with 
iists of persons whose ration books have been re- 
turned on account of death. ; 

I realize that state and local laws make it im- 
possible for any one state to follow in detail a 
program devised for another state and, there- 
fore, administrative detail is not given. Should 
any state health officer be interested in our 
complete plan, we shall be glad to send a copy 
to him if he will request it. A brief description 
of this plan is to be printed in an early issue of 
the American Journal of Public Health. 

Another problem which became acute coinci- 
dent with the location of camps in any commu- 
nity was that of general sanitation and especially 
sanitation of food-serving establishments. Fre- 
quently, state and local laws and regulations 
were inadequate, and the service responsible for 
this work was faced with the responsibility of 
certifying to the public those restaurants in 
which it was safe to eat. With the increasing 
demand, it soon became apparent that the public 
would patronize any food-handling establishment 
regardless of grade and also that there was a suf- 
ficient number of operators interested only in fi- 
nancial gain to create a very definite public 
health hazard. In the few instances where it 
was possible to secure a conviction, the imposi- 
tion of the small fine prescribed by law had 
practically no effect. This was true because, 
as a rule, the penalty was less than would have 
been the financial loss if the owner had closed 
for the time necessary to make the recommended 
corrections. 


Something had to be done, and about that time 
the Second Army decided to use a portion of 
Middle Tennessee as a maneuver area. A con- 
ference was arranged with Second Army officials 
and plans were made for the protection of mili- 
tary personnel and, indirectly, civilian personnel. 
Next, a conference including all major officials 
of all local governments within the maneuver 
area was arranged and the detailed plan out- 
lined to the group. Incidentally, Governor 
Cooper authorized the establishment of an office 
of “Coordinated Health, Welfare, Sanitation and 
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Safety Services” for the area and designated the 
state health department as the coordinating agen- 
cy. This made it possible for the Army to deal 
with only one agency of state government. 

We are now in the third year of operation and, 
in general (with certain exceptions to be men- 
tioned below), the plan has worked. A program 
of restaurant inspection has been devised and 
later used, with slight modification, outside the 
maneuver area with gratifying results. 

Experience has shown that sanitary conditions 
cannot be maintained where continuous service 
is offered to the public. To correct this, each 
restaurant is requested to close its doors and 
thoroughly clean all equipment. The closing 
period is the same for all, 10:30 a. m. to 11:00 
a. m. and 3:00 p. m. to 4:00 p. m. daily. If the 
restaurant operates all night, the operator is 
asked to close for cleaning from 2:00 to 3:00 
a. m. 

To the restaurant operator who agrees to com- 
ply with the above request and who meets all 
other regulations of the division of hotel and res- 
taurant inspection, there are given two placards, 
one to be displayed in his front window and one 
to be displayed in a conspicuous place within the 
restaurant. On this placard is printed “Ap- 
proved for U. S. Army Patronage.” 

Through an agreement with Second Army 
Headquarters, all restaurants not displaying the 
above placard are automatically off limits to 
military personnel. 

By agreement, a specified time was given civil- 
ian authorities to make the necessary arrange- 
ments to put the program into effect. The United 
States Public Health Service assisted us in the 
organization and conduct of a school for sani- 
tarians and inspectors. The sanitarians then 
were instructed personally to contact all pro- 
prietors within the area, explain the program to 
them and leave with them written instructions 
setting out the minimum requirements necessary 
to secure approval. 

Many problems at once became apparent. The 
problem of greatest importance was and is that 
of education of food handlers, waitresses, cooks, 
dishwashers and all other restaurant personnel 
who in this type of area are constantly chang- 
ing. Just as soon as a group is partially trained, 
there is a turnover of personnel caused by the 
moving of troops. The workers (wives, sweet- 
hearts, sisters and mothers) follow the soldiers 
and move when the soldier moves. This problem 
necessitates frequent visits and constant super- 
vision and repetition. 
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Where new equipment was needed we heard 
the time-worn excuse of “priorities.” To this 
our reply was always the same, “Either fix what 
you have or replace it with new equipment or it 
will be impossible to grant approval.” When 
our attitude became known, equipment began to 
be repaired or replaced. 

Enforcement by civil authorities consists of 
weekly (more often in some cases) inspections. 
The area and camp provost marshals are fur- 
nished immediately with the name and location 
of all places in which placards are removed and, 
on routine checks, the military police escort any 
person in uniform who happens to be patronizing 
such an establishment out of the place without 
the formality of-allowing time for the proprie- 
tor to collect his bill. I am told that suitable 
measures are taken to discipline military per- 
sonnel found patronizing non-approved restau- 
rants. 

A majority of the civilian trade soon began to 
look for the “placard” and places where “ap- 
proved” facilities were available. The civilian 
as well as the military avoided the “non-ap- 
proved restaurant.” 

The result was a general cleaning of all restau- 
rants within the maneuver area. A modification 
of this plan has been tried in the Camp Camp- 
bell area by both Tennessee and Kentucky in 
Montgomery County, Tennessee, and Christian 
County, Kentucky, with good results. Because 
of success in rural and small urban areas, we 
decided to give it a try in Nashville. Here we 
met with complete failure. Failure was due to 
the Army’s inability to assign a sufficient num- 
ber of military police to the city to police prop- 
erly those places not observing all regulations, 
and, therefore, the plan was discontinued and 
routine service continued. 

While the control of venereal disease is simi- 
lar in practically all areas, certain aspects of the 
work in the extra-cantonment area present unus- 
ual problems which may be different from those 
of other areas. Basically, the lack of control of 
venereal disease breaks itself down into two 
major problems which may be classed as first, 
economic; and second, social. While these are 
not separate and distinct entities and are over- 
lapping, the problem must be considered from 
the two approaches. 

In general, the greatest difficulty has been 
experienced in those areas where large camps 
were established in marginal or sub-marginal 
areas from a productive point of view. In such 
areas, public health work, being dependent on 
some local revenue, has heen slow in getting 
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started and for the same reason, other branches 
of local government were not adequate to cope 
with the rapid increase in population. 

There is a general financial boom; merchants, 
tradesmen, hotels, and in fact, every branch of 
business prospers and there is money in every 
pocket except the city or county treasury, 
for in a majority of instances, local taxes are 
based on assessed valuation and not upon the 
earning power of the property. This general in- 
crease of money as compared with the commodi- 
ties for which it may be spent manifests itself in 
other ways. Young girls in the area whose fam- 
ilies are of meager circumstances are attracted 
by the excitement and bright lights and are will- 
ing to trade the only commodity, other than ac- 
tual work, which they possess in exchange for a 
good time. Thus, we can see that the added 
problems of public health, and especially vene- 
real disease control due to the influx of people 
from other sections, have not been accompanied 
by a corresponding increase in tax revenues for 
the area. The lack of local funds, combined 
with a population that is not cognizant of the 
benefits of expenditures on public health, forms 
a two-fold economical obstacle to its progress. 

Control of venereal diseases in a district of 
this type is primarily the control of prostitution 
and control of such is complicated by the type of 
army activity in the area. 

If the camp is situated in the center of a sub- 
marginal area, personnel on leave scatter to the 
four points of the compass and as far distant 
as the time of their pass and transportation 
will permit. Usually, they reach some large 
center of population where concerted efforts at 
vice control have made little headway. The 
problem is further complicated if the area is in 
or near a large maneuver area with a large num- 
ber of troops and camp followers continuously on 
the move within the area. 

From the standpoint of girls to be dealt with, 
there are roughly three groups: 

(1) Local girls out for a good time, the price 
of whose wares is often as low as a bottle of beer. 

(2) The professional prostitutes from the 
large cities who drift in by various means of 
travel, remain only long enough to infect num- 
bers of men and collect their fees, moving on 
before the effects of the disease they spread have 
become evident. 

(3) The camp followers, waitresses, other 
workers and sometimes soldiers’ wives who remain 
behind after their husbands have been trans- 
ferred to other locations. 
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The local girls are not hard to discover and 
place under treatment, but the transients are 
very difficult for local law enforcement agencies 
to apprehend and remove from circulation. As 
was pointed out above, the failure of a pro- 
portionate tax increase has kept the law enforce- 
ment agencies at the pre-war level which is too 
small to cope with the present situation. 

We have in Tennessee, in and around Camp 
Forrest, a problem similar to the one described. 
The Camp Forrest District Health Department 
is new and has a well organized program for the 
control of venereal disease which is apparently 
making some headway on the problem. Clinics 
are held either biweekly or weekly in all of the 
six county offices and in several of the sub- 
offices of the various local departments. In addi- 
tion to the regular staff of director, medical 
officers, nurses, sanitarians, public health educa- 
tion coordinator, nurse-aides and clerks, there 
are on the staff two specially trained men whose 
entire time is devoted to the venereal disease 
problem. First, a venereal disease investigator 
who devotes his full time to taking contact his- 
tories from the maneuver troops and the follow- 
up of contacts in this area. This phase has 
worked out admirably since this man, who is 
familiar with all local environs where contacts 
might occur and with many of the prospective 
offenders, is often able to obtain information 
which the soldiers are reticent about giving to 
their superior officers. His contact reports are 
forwarded to the local health department in the 
area where the alleged source resides with the 
request that the result of the investigation be re- 
turned to the state health department. Second, 
it has been necessary to employ a special officer 
for law enforcement, since the fee system of law 
enforcement on a county basis in Tennessee does 
not often attract the type of men whose outlook 
is broad enough to comprehend the definite need 
for the suppression of prostitution to control 
venereal disease. This investigator works for 
the district health department as a venereal dis- 
ease investigator. He works for the State De- 
partment of Safety without pay as a special 
deputy. He is instrumental in picking up drifters 
throughout the area before they have had much 
opportunity for contacts with troops. In addi- 
tion to this, he is available for the legal deten- 
tion of recalcitrant delinquents and contacts. 
All persons without visible means of support, 
having no definite business in the area, are 
apprehended and given clinic appointments by 
this investigator. Failure to appear at the clinic 
results in their being picked up on a warrant for 
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vagrancy and later examined for the detection of 
any communicable disease either by the health 


officer or by a physician of the patient’s choice 


in the presence of the health officer. 

Clinic delinquents and contacts are handled 
generally in the same fashion. These persons 
are encouraged to come to the clinic by one or a 
combination of the following measures, depend- 
ing upon which procedure is thought best for 
each individual case: 

(a) Letter by first-class mail. 

(b) Visit by the nurse. 

(c) Visit by the health officer. 

(d) Visit by venereal disease investigator. 

Where contact or delinquent clinic case is 
seen, an “appointment for examination” is given 
to the person seen by the person making the 
visit. 

(e) Visit by special investigator in the capacity 
of special deputy, and depending upon circum- 
stances, the contact is either given another ap- 
pointment or a warrant is served by the peace 
officer and the contact brought in for examina- 
tion. 

‘Lhe cases confined to the local jail on a charge 
of vagrancy are further detained by formal 
quarantine until the final result of examination 
is determined. After this, the case falls into one 
of four groups: 

(1) Not infected, not a prostitute. 

(2) Not infected, admits prostitution. 

(3) Infected, not a prostitute. 

(4) Infected, admits prostitution. 

This district health department lies within 
the area where through a request made by the 
local county officials and the camp authorities to 
the War Department the May Act has been in- 
voked and, therefore, cases which admit prostitu- 
tion are referred to the Federal Bureau of In- 
vestigation for prosecution. Cases which are in- 
fected but cannot be proved to be prostitutes 
further divide themselves into two groups: the 
local girls who may be treated in the clinic, and 
the transients who must be committed to the 
state-operated isolation hospital. Local girls 
who do not respond to the clinic treatment or 
who are delinquent may be transferred to the 
isolation hospital. 

The remaining class of cases is remarkably 
small in spite of our inadequate methods of pre- 
determining the status of these cases before 
they are brought in. The girls who are neither 
infected nor engaged in prostitution are referred 
to Travelers’ Aid and similar agencies to have 
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transportation out of the area to their homes 
provided. 


We make no exaggerated claims for the effec- 
tiveness of this program. We know that many 
venereally infected women, many of them pro- 
miscuous, have been treated either locally or in 
the isolation hospital and that a large number 
have been removed from the area by the enforce- 
ment of the May Act and that others who were 
potential sources of infection have been returned 
to their homes by social agencies. We know 
that we have failed to catch up with a few of 
the fleet-footed and the so-called smart ones. 
If they stay in the area long enough or if they 
continue to infect military personnel, their 
chances of getting by diminish to the vanishing 
point. 

I wish to thank Dr. H. A. Morgan, Jr., Director, and 
Mr. Thomas B. Muse, Principal Sanitarian, of the Camp 


Forrest District Health Department, for their assistance 
in the preparation of this paper. 


JEEP DISEASE* 
(PILONIDAL DISEASE OF MECHANIZED WARFARE) 


By Lours A. Burg, M.D. 
Rochester, Minnesota 


Two decades ago physicians paid little atten- 
tion to pilonidal disease. It did not seem to oc- 
cur very often and there appeared to be no good 
reason to worry about it. In 1924 an article by 
Harvey Stone, in which “some sixty cases’? were 
reported, was greeted with skepticism by ‘“‘sev- 
eral widely experienced surgeons” who admitted 
that they had known little or nothing about 
pilonidal sinus prior to the publication of Stone’s 
report. According to Kooistra, these surgeons 
might have read an article published as early as 
1847, in which Anderson described a pilonidal 
sinus. They might have read a report by War- 
ren, who in 1854 told about three patients who 
suffered with pilonidal abscess. From articles 
which had appeared in the last twenty years of the 
Nineteenth Century, they might have informed 
themselves concerning the origin of the disease. 
Had they studied publications by Hodges, who 
named the condition, Tourneaux and Hermann, 
Féré, Mallory, and others, they might have 
gained added information. In the past twenty 


*Read in Section on Proctology, Southern Medical Association, 
Thirty-Seventh Annual Meeting, Cincinnati, Ohio, November 16-18, 
1943. 

*From the Section on Proctolegy, Mayo Clinic, Rochester, 
Minnesota. 
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years many creditable articles have appeared 
and, from these, information can be gained which 
leaves little doubt that the disease is prevalent. 
Experience with men engaged in the present con- 
flict has afforded opportunity for much study 
and enlightenment. 


CURRENT EXPERIENCE 


In 1940, in the United States Navy, the num- 
ber of sick days occasioned by pilonidal disease 
exceeded those occasioned either by hernia or by 
syphilis.” Soon after entrance of this country 
into the war, many induction boards rejected 
men who had pilonidal conditions. Often only 
symptomless dimples, dry sinuses, or small, well- 
healed scars were discovered. Soon the number 
of such rejected men became so great that the 
boards found it necessary to become more liberal 
and, in accordance with an order of official 
origin, they rejected only those who presented 
conditions too extensive to permit early rehabili- 
tation by surgical operation. Consequently, pilo- 
nidal problems became prominent in Army and 
Navy medical circles. It was easy to decide that 
those who suffered with the active disease needed 
operation, but what to do about those cases in 
which the condition was quiescent was another 
matter. There was some difference of official 
opinion, but in general it was thought that all 
patients should be treated surgically in order 
that interference with active duty at a later date 
might be obviated. Owing to the strenuous na- 
ture of training and combat duty, it was as- 
sumed that unless preventive surgical treatment 
was instituted, many men would be rendered un- 
fit for service soon after they had entered on 
their new duties. 

It was feared that riding on jeeps, trucks and 
tanks would play havoc even with the innocent 
sacrococcygeal dimple. Consequently, a large 
number of operations began. Soon, it was found 
that the method did not “proceed according to 
plan.” Some probably overconscientious sur- 
geons, unwilling to release a man to abide events, 
operated in cases in which operation was un- 
necessary. The fact that a large proportion of 
the operations were performed on symptomless 
sacrococcygeal dimples seems evident from a re- 
cent report of 100 consecutive operations per- 
formed, in which the average size of the wounds 
was 5 by 3 by 3 cm. Obviously, a wound so 
small would be insufficient in any case except 
that of an uncomplicated, and probably inactive, 
condition. In another recent report it is stated 
that three wounds healed in three to five days 
and thirteen were completely healed in seven 
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days. In sixteen of a series of fifty-nine cases, 
healing was complete in seven days! 

Attempts were made to perform closed opera- 
tions whenever possible. Even infected wounds 
were prepared prior to operation in an effort to 
make primary closure possible. Only a small 
proportion of such operations ended successful- 
ly, and it was not long before many hospital beds 
were rendered inaccessible to patients who were 
seriously ill, because ambulatory patients had to 
be detained until sutured wounds which had 
broken down could be made to heal. This be- 
came a serious problem when casualties began 
to arrive from the battle fronts. Something had 
to be done about it. 

Orders emerged from various sources. If the 
greatest brevity possible had been necessary, and 
alliteration desirable, they might have read 
“Stop surgery on simple sacral sinuses,” or “Do 
not do dimples.” From one service command it 
was reported: “The soldier with a pilonidal cyst 
has been a matter of serious concern .. . on ac- 
count of time lost from training.” This report 
gave a review of the records and the results of 
a survey. Among the conclusions drawn were: 
(1) There is no single method which is suitable. 
(2) More conservatism is needed. (3) More 
thought is needed in selecting the type of treat- 
ment. (4) Operations on psychoneurotic pa- 
tients should be avoided when possible. (5) Al- 
though a “mild ailment . . . it presents one of the 
most important surgical causes of lost time.” 

The following recommendations, which I have 
partly quoted and partly have paraphrased, fol- 
lowed: (1) ‘“Symptomless ‘sacral dimples’ or 
sinuses without discharge should not disqualify 
and should not be operated upon.” (2) No ex- 
cisions should be done in mild cases with “infre- 
quent symptoms.” (3) Even in severe cases 
excision should not be performed routinely. (4) 
If one operation fails, a second operation must 
not be performed. (5) Wide excision of skin 
“prolongs healing time unnecessarily.” (6) Great- 
er care is needed in selection of the method of 
treatment to fit the individual case. 

From similar reports and from surgeons con- 
fronted with this problem it is apparent that 
uncertainty has existed regarding its solution in 
both the Army and the Navy ever since the 
first attempts were made to cure the disease. In 
both branches of the service the great demand 
has been made for surgical cure and lessening of 
the duration of the period of convalescence. 
Service men cannot be released from hospitals 
until they are ready for active duty. If they 
were civilians, many of them might return to 
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their duties in spite of unhealed wounds. As 
has been said, when wounded soldiers began to 
return from the battle fronts in increasing num- 
bers, it became increasingly urgent to release 
beds occupied by patients following operation 
for pilonidal disease. Consequently, surgeons re- 
doubled their efforts to close wounds following 
complete excision of the diseased tissue. Some 
were successful. Many more were not. 

Soon surgeons began to report their experi- 
ences. Some had followed old schemes. Others 
reported operations which were considered new. 
From these reports, although most of them were 
not encouraging, much benefit has been derived. 
Some surgeons performed open operations, others 
employed partial closure and many attempted 
excision and complete closure. Apparently, the 
general sentiment of Army and Navy officials 
leaned toward the last type of operation. When 
this method succeeds, it is fine. When it fails, 
it is a minor disaster and even when the imme- 
diate result is good, there can be no assurance 
that, over a long term, the condition will not re- 
cur. Wounds which have healed completely may 
break down after lapse of many months. In- 
formation concerning immediate results is all 
that is available in any of the recent reports. No 
follow-up investigation has been possible. One 
Army officer wrote that he had performed seven- 
ty-five pilonidal operations during three months 
and, in half of the cases, the wounds still were 
not healed. Communications from other sur- 
geons bore similar testimony. Sutured wounds 
broke down, sutures were removed and drainage 
was needed to start patients on periods of con- 
valescence which grew longer. Many patients 
were detained 100 days and even longer. Many 
surgeons have continuously adhered to the idea 
that they must suture pilonidal wounds. The 
success of such an operation, especially when 
it occurs among the first of a series of surgical 
cases, often encourages a published report. Fan- 
tastic schemes have been described in which sup- 
posedly new operations have been offered, but 
most of them have proved impracticable. 
Klechner’s report should carry significance. He 
communicated with a number of surgeons and 
from them he collected information concerning 
4,699 patients. Open operations had been per- 
formed on 4,231 and the rate of recurrence was 
1.3 per cent. “Primary suture” had been done 
in 365 cases and the rate of recurrence was 23.29 
per cent. In an additional 103 cases the wounds 
had been closed by suture, in all of which the 
wounds had had to be opened and the sutures 
removed because of “infection.” 
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In the fall of 1942, several reports appeared 
giving results obtained following certain partial 
closure technics. Possibly the method of De 
Prizio was most acceptable to the Army, and 
orders from at least one service command stated 
that this operation should be employed “where 
complete closure is not deemed advisable.” By 
this operation the ‘“‘cystic mass and gluteal fat 
are removed en bloc down to the muscle fascia 
and covering of the sacrococcygeal spine.” The 
dissection is carried under each skin flap for a 
distance of 1% to 2 inches. The skin edges 
are then drawn down over the exposed gluteal 
muscles and anchored to the paramedian por- 
tion of the sacrococcygeal fascia and periosteum. 
Thus an open “area % to 1% inch in width and 
the length of the wound” is left. Since the ap- 
pearance of this article, others have been pub- 
lished in which similar technics have been de- 
scribed. Many cases have been reported, but 
review of each article would add little to this 
paper. There is agreement in all. 

Also, there have been reports in which closed . 
operations have been described. Here again 
there is uniformity of opinion concerning the 
surgical principles involved. Some surgeons pre- 
fer catgut, others like silk, and still others em- 
ploy silver wire or stainless steel, but in general 
their efforts are aimed at four chief objectives: 
(1) complete excision of the diseased tissue, (2) 
mobilization of tissues adjacent to the wound so 
that the margins can be drawn together without 
tension, (3) complete hemostasis, (4) oblitera- 
tion of “dead” space. 

Some have attempted to clear the diseased re- 
gion of as much infection as possible prior to 
operation. Possibly Gage (practicing on civil- 
ian patients) carried this idea further than most 
surgeons. According to his plan: 

“Radical extirpation of the sinus should be deferred 
for at least six-months. In the interim the chronic in- 
fection resulting from the acute’ process should be mini- 
mized as completely as possible by adequate treatment 
of both the infected cyst and accessory sinuses.” 


If this program is carried out, he believes, 
“Accessory sinuses and granuloma formation 
are not contraindications to successful extirpa- 
tion and primary closure of the wound.” He 
lists infection, failure to obliterate dead space, 
and failure to remove all abnormal tissue as the 
causes of recurrence. Obviously Gage’s scheme 
can find no place in war surgery. Examination 
of the report of Dunphy and Matson reveals that 
they did not overlook the same idea. They 
claimed that “the majority of patients can be 
treated by excision and primary closure,” and 
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Fig. 1 
Method of opening the sinus. 


Fig. 2 
Cyst opened, showing subsidiary tract. Overhanging skin 
edges are being cut away. External portion of wall of ta 
already excised. 
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in their paper they emphasized the fol- 
lowing points, some of which are quoted, 
some paraphrased: 

(1) “Treatment must be instituted early; 
that is, before repeated bouts of infection 
have resulted in widely dissecting secondary 
sinus tracts.” (2) “It can be instituted safely 
only in the absence of acute infection.” (3) 
“Tf the sinus tract is inadvertently cut across 
and there is gross leakage of its contents into 
the wound, then primary closure should be 
abandoned.” (4) The patient lies on either 
the back or the abdomen (not on the sides) 
for a week. (5) A liquid diet, daily adminis- 
tration of paregoric and “confined bowels” 
should be maintained for five to seven days. 
(6) Hospitalization is required for ten to four- 
teen days. Of their series of forty-three cases, 
in 6.9 per cent there was recurrence; in 2.3 
per cent, suppuration and a healing time of 
two months, and, in 13.8 per cent, separation 
of the wound. 


With the exception of results given in 
the report, previously cited, of 100 con- 
secutive operations for pilonidal disease 
in which the average size of the wound 
was about large enough to accommo- 
date the adult thumb, most surgeons 
feel that they have been fortunate if 
their efforts have met with success equal 
to that of Dunphy and Matson. There 
is one report which deserves additional 
discussion and because of its merit 
as well as the fact that it is a new idea 
I shall dwell on it in detail. 

In May, 1943, before the American Surgical 
Association, Shute and others described what I 
believe to be a practical method of performing 
a closed operation. After the usual “double 
elliptical’ skin incision and excision of the dis- 
eased tissue en masse, they make lateral in- 
cisions through the gluteal fascia on both sides. 
These incisions “correspond to the original skin 
incisions” and are carried “well into the muscle.” 
In this manner an inner fibromuscular flap is 
created which is turned medially and sutured to 
its fellow of the opposite side. Thus, the lateral 
flaps can be made to “slide medially over the 
edge of the sacrum” and the skin “falls together.” 
In spite of the fact that the block of tissue ex- 
cised sometimes measured as much as 15 by 10 
cm., the authors wrote that no tension is left at 
the suture line. All of their patients were pre- 
pared carefully for operation and the length of 
time devoted to this preparation averaged three 
and a half days. In some cases as much as a 
week was required. They reported fifty-nine 
cases, in 90 per cent of which healing was com- 
plete in an average of seventeen days. Even 
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Fig. 3 
Grooved director in subsidiary tract. 


when the days spent in preoperative prepara- 
tion are added, there is an average of only twenty 
to twenty-five days. In only 5 per cent of their 
cases were more than twenty-five days needed 
for complete healing. In one case, fifty-three 
days were required. On paper, the method ap- 
pears logical and sound and it is hoped that the 
danger period may pass without complication or 
recurrence. 


Fig. 4 
Cyst and subsidiary tract opened and overhanging skin edges 
being cut away. 
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TWO TYPES OF OPEN OPERATION 


For many years, at the Mayo Clinic, 
we have employed the open type of op- 
eration when dealing with pilonidal dis- 
ease. From the first we folded in the 
margins of the wound following ex- 
cision of the diseased tissue, very much 
as De Prizio does. In this manner the 
skin edges are held in place by sutures 
in order to reduce the size of the wound. 
My associates still follow this technic. 
Sometime ago I began to employ a 
technic which I discussed in 1937 and 
which I would like to report again. 

Several objects are accomplished by 
the operation, namely: (1) The size of 


: wid ois the wound is reduced and there is no 


need of sacrificing much tissue. (2) 
After healing is complete, a sufficient 
amount of tissue pads the sacrococcy- 
geal region, to prevent pressure or discomfort 
from tension. (3) Recurrence does not follow 
when the operation is the first performed for the 
condition. (4) The duration of the period from 
operation to healing is satisfactory. (5) No un- 
usual preoperative preparation is required. (6) 
Patients are confined to bed for only a few days. 
(7) No strenuous management, such as “lock- 
ing” the bowel, complete rest, special diet and 
so forth is needed. (8) Postoperative discom- 
fort is negligible. 
The technic of the operation is one of mar- 


Fig. 5 
Cut margin of wall of cyst sutured to free edge of skin. 
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supialization. By it a portion of the wall of the 
sinus, cyst or abscess is preserved and utilized in 
the closure, so that the border of this wall is su- 
tured to the margins of the skin which edge the 
wound. In this connection there are two pos- 
sibilities: (1) If there has been no destruction by 
inflammatory or erosive changes within the walls 
of the cyst or sinuses, this membrane will pos- 
sess practically the same histologic structure as 
that of true skin and is therefore peculiarly 
fitted for the purpose of the operation. (2) If 
the epidermal character of the tissue has been 
destroyed by the pathologic process, reparative 
activities have supplied scar tissue in its stead, 
which is just as efficient as any which may de- 
velop following excision of the entire cyst wall. 

As to the procedure, if there is an abscess, an 
attempt should be made to remove the dome of 
the abscess thoroughly instead of merely per- 
forming incision and drainage. If such a scalp- 
ing operation is performed, it is possible that the 
cavity of the abscess may be so thoroughly 
exteriorized that cure may be accomplished with- 
out further surgical operation. I do not see many 
patients with acute abscesses, but in those cases 
in which I have encountered such abscesses, and 
have employed this technic, usually the wound 
has healed permanently. It is necessary that the 
abscess be allowed to become fluctuant, or it may 
even be allowed to rupture. Then its entire ex- 
ternal covering may be excised so that only the 
inner wall of the abscess remains. Often the 
borders of this pyogenic wall are contiguous to 
the skin’s edge, very much as they are following 
marsupialization. 

The operation of marsupialization is accom- 
plished in the following manner: 

A probe or grooved director is inserted into 
the sinus, and the overlying tissues are split 
(Fig. 1). If multiple sinuses are present (Fig. 
2), each is treated in this manner (Figs. 3 and 4) 
until all subsidiary tracts and the entire cavity 
have been opened. The overhanging edges of 
skin, along with the external and lateral walls of 
the cyst and sinuses, are cut away (Figs. 2 
and 4), leaving intact the inner wall of the cyst 
and its branching tracts. It is not possible al- 
ways to utilize all of the wall of the lesion. Some- 
times it is not situated so that it can be made 
to fit properly. Then the technic is modified to 
suit the occasion and it may be necessary to 
suture the skin edge to the aponeurosis of the 
sacrococcygeal region, the gluteal muscle, the 
thickened fibrous integument usually found ad- 
jacent to inflamed pilonidal lesions, or even to 
the fat. Although such alternatives are not 
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desirable, they have not defeated the purpose 
of the operation. Usually, the edges of skin can 
be sutured to the margins of the remnant of 
membrane which originally enclosed the cyst 
and sinuses (Fig. 5). Even in those unusual 
cases in which involvement is extensive, or when 
it is considered advisable to remove the coccyx, 
portions of the membrane can be preserved with 
advantage. 

Postoperative dressings and general care of 
the patient do not differ from those used in the 
care of other patients. I employ all current new 
medicaments, including sulfonamides, gramicidin, 
dried red blood cells, and so forth, and I use the 
older aids, such as iodoform gauze, metaphen, 
allantoin and the like. However, that is an- 
other story which should, and probably will, re- 
ceive attention later. 

The average length of time from operation to 
a completely healed wound is about thirty days. 
Some take longer; some patients are well in a 
shorter time. 
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DISCUSSION (Abstract) 


Dr. Tom E. Smith, Dallas, Texas—We do not keep 
army personnel in the hospital for three weeks prior to 
surgery. 

When a soldier comes in with an infected or ab- 
scessed pilonidal cyst we incise and drain it and return 
him to duty as the pain subsides immediately. We send 
a letter to his regimental surgeon asking cooperation 
in dressing the patient and ask that he be returned to 
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the hospital in 21 days. If the infection has completely 
subsided and no exudate can be expressed from the cyst, 
then he is admitted to the hospital for the closed opera- 


‘tion. We feel that this cuts man-days lost to a min- 


imum. 

After ten years of doing the “open” operation for 
pilonidal cyst and then trying the “closed” operation, as 
devised by Major F. C. Shute, on several cases and 
seeing 115 done by this method, I feel the closed proce- 
dure is a good one. I further feel that the time to judge 
the efficiency of this method will be five or ten years 
from now after minute follow-up information has been 
obtained on the patients now being operated upon. 
Until that time I feel we should be open-minded about 
this matter. 


Dr. Rufus C. Alley, Lexington, Ky—At the large 
Station Hospital in the camp in which I am located, 
we have been seriously concerned with the large number 
of man days lost because of pilonidal disease. Until sev- 
eral months ago we followed the conservative method of 
handling this disorder by complete excision of diseased 
tissue and leaving the wound open to heal by granula- 
tion. Statistical figures from our hospital are not avail- 
able at the moment, but the average period of disability 
from full duty following this type of operation has been 
close to sixty days. 

In an effort to reduce this prolonged disability we be- 
gan, with some trepidation, doing primary closures fol- 
lowing excision of pilonidal cysts and sinuses. Having 
had many unsatisfactory experiences several years ago 
in attempting primary closures in this type of case, we 
decided to adopt for trial the simplest possible type of 
procedure which offered reasonable chances of success. 
This consisted essentially of double elliptical excision 
of diseased tissue followed by accurate closure of wound 
with interrupted figure of eight sutures of stainless steel 
wire after frosting tissue surfaces with sulfanilamide 
powder. 

During the past several months, we have used this 
procedure in approximately one hundred cases. The 
results have been so satisfactory that, when compared 
with other types of closed operations previously at- 
tempted, it is almost unbelievable. Of the one hundred 
operations done so far, in only one instance did wound 
infection occur. This required removal of sutures and 
opening of the involved upper angle of the wound. The 
disability in this case was prolonged to approximately 
forty-five days. The average time required from opera- 
tion to full duty has been approximately thirty days; 
a small percentage of patients have been returned to 
duty in three weeks. No recurrences have been observed 
so far. 


This procedure is applicable to more than 90 per cent 
of the cases of pilonidal disease seen at our camp. The 
open operation is still our procedure of choice in those 
cases with extensive sinus formation or under other cir- 
cumstances which preclude accurate wound approxima- 
tion without undue tension of tissues. 


I am convinced that excision followed by primary 
wound closure is the procedure of choice in a large 
majority of these cases. Careful selection of cases and 
meticulous surgical technic are essential, however, to ob- 
tain the desired results. 
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Dr. Edward G. Martin, Detroit, Mich—May I con- 
trast Dr. Buie’s technic with a description of mine which 
is an adaptation of the plastic skin flap operation. Fol- 
lowing incision, the skin is retracted and mobilized by 
undercutting. All involved areas are excised down to 
the sacral fascia. Excision of fat leaves a better but- 
tock contour. The skin flaps are tried for coverage and 
mobility. Sulfanilamide crystals are lightly sprinkled 
throughout the wound. The skin is sutured (mattress) 
to the sacral fascia, using No. 0 chromic catgut. 

I have used the exact technic as described for more 
than two years. Healing is complete on the average in 
from two to six weeks, while the patient resumes his 
usual occupation after two weeks. I have an excellent 
colored motion picture illustrating what I have de- 
scribed. 

Dr. William Thos. Brockman, Greenville, S. C-—I agree 
with Dr. Buie that an open wound is the only satisfac- 
tory thing. In my private practice I find that basketball 
girls, I call them, girls who play and are bumped, seem 
to have this disease fairly commonly. When I am try- 
ing to tell my patient ahead of time just what he can 
expect, I say: “You are going to be out of commission 
partially so far as this wound is concerned for ten weeks. 
It makes little difference whether I close it or whether I 
leave it open. You are going to have a ten-week dress- 
ing job.” 

It is not a lot of trouble because you can train the 
wife or the mother to do many of the dressings and 
if you see a patient once a week you can find the dirty 
spots. There is an inherent weakness in this tissue. 


I wonder how Dr. Martin can leave some of that 
skin. I believe the hair grows the wrong way, and if 
I leave some of the diseased skin, I get in trouble. 

A few years ago, about the time of the big flood here 
on this river, a young fellow was driven out of Louis- 
ville and came down to Greenville temporarily. He 
had been operated upon by a good friend of mine in 
Little Rock in August. This was in February. He still 
had an open wound. I believe it was the fau't of the 
after care. 

This type of wound needs much cleansing and dress- 
ing and sometimes I encourage my patients to massage 
it with zinc ointment when it is almost healed over and 
I encourage them to take exercise and let the scar 
heal according to the movements he is going to make. 

I have not tried Dr. Buie’s suggestion of bringing in 
the skin edges. I leave it wide open and it always gets 
well. I have no recurrences unless I close it. 


Dr. Buie (closing) —I feel that I should correct 
Dr. Martin’s false impression about the type of opera- 
tion. He said the muscles were drawn together and, of 
course, that is not the method of this operation at all. 

The open type operation usually has not been as 
drawn out as with my friend, Dr. Brockman, but I think 
he has the right idea. 

Major Mishell told me awhile ago that he had a pa- 
tient who had this condition. It could not be called jeep 
disease because this fellow was a tail gunner. Later, 
while in combat, a well placed shot cured the disease. 
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THE ROLE OF SINUSITIS IN HUMAN 
PATHOLOGY* 


By M. M. Cuttom, M.D. 
Nashville, Tennessee 


I trust you will not be alarmed when you see 
the all-embracing scope of the title of my paper. 
I do not intend to cover all the ground. I could 
not if I would. 

The latest and by far the most comprehensive 
work on the sinuses has just come from the 
press, ‘“‘Nasal Sinuses” by Dr. O. E. Van Alyea. 
With a few exceptions it covers the field. I 
should like merely to recall to you those diseases 
in which I have had a hand in establishing sinusi- 
tis as a cause and then to present for your con- 
sideration other diseases which have never been 
mentioned in connection with sinusitis. 

In this paper I would like for us to start at 
the beginning and take a long range view of the 
whole subject of sinusitis. I want to point out 
the biological causes of sinusitis, the reason why 
human beings are afflicted with sinusitis, and 
why human beings are the victims of diseases 
which are bound up with sinusitis and which do 
not afflict four-footed animals. In February, 
1941, the Medical World of Philadelphia pub- 
lished a guest editorial of mine on “The Sinus 
Question”. I will quote freely from it. 


“What a piece of work is man! How noble in rea- 
son! How infinite in faculty! In form and moving 
how express and admirable! In action how like an 
angel! In apprehension how like a god! The beauty 
of the world! The paragon of animals! 

“This panegyric of Hamlet has been so often declaimed 
and has been the subject of so many flights of inspira- 
tion, that it would seem almost treasonable to question 
it, but when Shakespeare makes him the paragon of 
animals I think the statement can at least be examined. 
There are very few four-footed animals that cannot run 
faster than man. There are very few that cannot stand 
more hardships than man. There are very few that 
cannot make their living under circumstances where a 
human would perish. The young of animals are certainly 
not as helpless as a new-born babe. Man has not the 
eye of the eagle, nor the grace of a swan. He has not 
the cunning of the fox, nor the quickness of the cat. He 
has not the memory of the elephant, nor the loyalty of 
the dog. He cannot run like the deer, nor climb like 
the monkey. He cannot locate his enemy by his odor, 
nor trail his quarry like the bloodhound. In short, com- 
pared to four-footed animals man is at a great disad- 
vantage physically. Why is this true? It is because he 
handicapped himself severely by assuming the upright 
position. 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Thirty-Sixth Annual Meeting, Rich- 
mond, Virginia, November 10-12, 1942. 
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“Are these physical handicaps the only penalties man 
has paid for radically changing the design of the Creator 
by walking on two feet instead of four? It is only 
the beginning. Look at man and his foot troub'es. By 
forcing two feet to carry a!l his weight instead of dis- 
tributing it over four he is eternally plagued with his 
feet. He has to have an army of foot specialists to 
keep him going. Specialists estimate that at least 70 
per cent of people have trouble with their feet. 

“But we are only beginning. Look at the number of 
people who have trouble with their backs. The spine 
was designed as an arch to carry the weight of the head, 
chest and abdomen. When man started walking erect 
the entire thrust of the weight was changed and man 
has been in trouble with his back ever since. There is 
scarcely a medical meeting without its paper on low 
back pain, and the theories as to its causation are almost 
as numerous as the papers. I can scarcely think of a 
friend who at times has not suffered tortures with lum- 
bago, and the phrase “down in the back” was one of the 
commonest heard in my childhood. Then there are 
the contents of the abdomen and the pelvis. Think of 
all the operations that have been done and the devices 
that have been designed to correct the prolapse of these 
vital organs. 

“We could indefinitely recount the woes that man 
uas brought on himself by exchanging his four-footed 
existence for the erect posture. However, I wish specif- 
ically to call your attention to a condition resulting 
from his change of posture that is far more tragic, far 
more crippling and death-dealing than any of the ills 
I have enumerated. As otolaryngologists we are keenly 
interested in one phase of it, but all physicians are in- 
volved, as there is no branch of medicine that is not 
affected by its various manifestations. When man as- 
sumed the upright position he radically changed the 
drainage system of his sinuses. The Creator intended 
him to walk on four feet with the head hanging down. 
When in this position the openings to his sinuses were 
at the bottom and the drainage was direct and by 
gravity. When he assumed the upright position the 
openings were thrown to the top, then the sinuses 
changed from normal cavities with normal drainage to 
cesspools with totally inadequate drainage. 

“When this situation arose Nature tried frantically to 
adapt herself to this radical change in man’s posture. 
No doubt there was a long period in man’s evolution 
when he walked most of the time on all fours and part 
of the time erect. This gave Nature time to work on 
the problem of adequate drainage. Slowly and painful- 
ly, good old Mother Nature evolved ciliated epithelium. 
It is the function of ciliated epithelium to propel secre- 
tion toward the sinus openings. This was a makeshift 
nowhere comparable to the Creator’s plan of direct 
drainage. However, it worked in a certain percentage 
of cases and cannot but thrill us and arouse our admira- 
tion at her adaptability as well as her amazing ability 
to solve her problems. 

“In perhaps 50 per cent of the cases, the cilia were able 
to drain the cavities. What happened to the other 50 
per cent? When the human animal was afflicted with 
colds, whether from exposure or bad hygienic surround- 
ings, the cilia made a gallant fight to rid the cavities of 
the secretion which formed as a result of inflammation. 
When the bacteria were too virulent the cilia became 
inactive, the secretions accumulated, decomposed and a 
purulent discharge appeared. When the acute inflam- 
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mation resolved, a certain number of these cases re- 
turned to normal and the cilia again became active. 
There were those, however, too badly crippled to resume 
activity, and a chronic purulent discharge was set up. 

“This discharge, acute and chronic, was of serious 
consequence to the human. He began to be affected by 
diseases which spared his four-footed brethren. The 
discharge from the infected sinuses ran down his throat ; 
it ran over the openings of his eustachian tubes and set 
up abscesses in his ears, which in turn infected his 
mastoids. If an abscess did not develop, a chronic thick- 
ening of the mucous membrane of the nose and the 
eustachian tubes resulted and made him deaf. The pus 
drained farther into his post-nasal space and set up in- 
fection in his adenoid tissue and gave him pharyngitis. 
It ran down into his fauces and infected his faucial ton- 
sils and gave him acute and chronic tonsillitis. The pus 
followed the airway into his larynx, trachea and bron- 
chial tubes. This gave him laryngitis, bronchitis, pneu- 
monia and a chronic infection often mistaken for tu- 
berculosis. The flow of pus from the sinuses proceeded 
into the stomach, where it upset digestion, interfered 
with nourishment and set up what is generally de- 
scribed as a rundown condition. In its further passage 
into the intestines it might cause appendicitis and 
disease of the gallb!adder. Finally as a result of sys- 
temic absorption it might cause heart disease, kidney 
disease, rheumatism, congestive heart failure and all the 
phenomena of focal infection. With the rise of exanthem- 
atous diseases due to the inadequate drainage result- 
ing from his upright posture a whole new series of 
diseases began to afflict man. The stagnant secretions 
of the sinuses became a perfect culture medium for a 
great variety of pathogenic germs. The streptococcus 
dug himself in and with the sinuses as a base set out 
on his career of death and destruction. His cohorts of 
death advanced by divisions. The post of honor was 
held by the streptococcus hemolyticus. He was ably 
seconded by the pneumococcus, the staphylococcus and 
the other lesser breeds, but the Streptococcus hemolyti- 
cus became public enemy no. 1. With the advent of 
this organism and the other strains of streptococcus, man 
began to be afflicted with scarlet fever, measles, diphthe- 
ria, epidemic meningitis, epidemic influenza and other 
exanthematous and epidemic diseases. The message I 
would bring the general practitioner is first, to impress 
him with the fundamental reasons for the widespread 
incidence of sinus disease in the population; second, 
to show what local and constitutional diseases are the 
result of sinus infection; third, to show what can be 
done for the patient. 

“Tf you have followed me in the biologic explanation 
of faulty sinus drainage with the consequent develop- 
ment of exanthematous and epidemic diseases you 
will understand why a very large percentage of the 
population has sinus disease at one time or another. 
A goodly percentage of those so infected do not recover 
completely, but is left with a frank chronic purulent 
sinusitis or else with a latent infection which manifests 
itself when the victim gets chilled or, as it is generally 
expressed, catches cold. But most of these cases are 
silent. There is no pain unless drainage is obstructed. 
There is not enough discharge to prompt the patient to 
seek advice. His structures are being daily attacked by 
the chronic poisoning that may manifest itself in various 
ways without calling attention to the cause. He may 


be getting deaf, he may have a chronic purulent dis- 
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charge from the ear, he may have a mastoiditis, he may 
be gradually losing his eyesight, he may have constant 
colds, he may have periodic attacks of laryngitis, he may 
have a constant cough, he may have a chronic lung 
infection, bronchitis, he may develop pneumonia, rheu- 
matism, arthritis, nephritis, or a dyscrasia due to ab- 
sorption of toxic material. All these conditions may 
arise without in any way suggesting any connection 
with an infected sinus. Let me beg of you not to pass 
up any case of this kind without a most painstaking 
examination of the sinuses. This includes an x-ray ex- 
amination by a competent roentgenologist trained to in- 
terpret sinus plates.” 


During the epidemic of influenza in 1918 my 
attention was drawn strongly to the connection 
between sinusitis and middle ear abscess and 
mastoid abscess. From 1920 on I had every 
case of mastoiditis x-rayed together with the 
sinuses. This connection was referred to in a 
paper before the Tennessee State Medical Asso- 
ciation in 1925, and again in 1929, but my serious 
study of this connection was made before this 
Section in the Miami meeting in 1929. A paper 
was presented before the Section on Otolaryn- 
gology of the American Medical Association in 
1934, and another before the same Section at 
Kansas City in 1936. My papers before this 
Section and the two American Medical Associa- 
tion sections were most kindly received and a 
number of cases were reported in confirmation 
of the theory. From all over the country cases 
confirming my thesis of the etiology of middle 
ear abscess were received by me privately. There 
have been too many cases reported in the litera- 
ture to enumerate here, but two notable studies 
will be mentioned. Both papers are authoritative 
and the studies were conducted along strict scien- 
tific lines. The investigation recorded in the first 
paper was made by a group of one pediatrician, 
Dr. A. C. Silverman, two otolaryngologists, Drs. 
Gordon Hoople and L. S. Cave and a roentgen- 
ologist, Dr. D. S. Childs. Three hundred and eigh- 
ty-three cases of scarlet fever were examined 
clinically and roentgenologically. In only nine 
cases were the sinuses found clear. We all know 
that in some cases infected sinuses are not shown 
by x-ray examination and it is quite possible that 
the nine pronounced negative could have also 
been infected. There were 43 cases of middle ear 
abscess and in no single case was there a middle 
ear abscess without a sinusitis on the same side. 

Dr. W. F. Manges, head of the Department 
of Roentgenology at Jefferson Medical College, 
published a paper on accessory sinus infection, 
its relationship to mastoid infection, in the An- 
nals of Internal Medicine for November 1935. 
I had called his attention to the connection in 
1928. 
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Thereafter he x-rayed the sinuses of every case 
of mastoiditis referred to him for x-ray. In no 
single case did he find a mastoiditis that had not 
also a sinusitis on the same side. 

Dr. O. E. Van Alyea, of the Department of 
Otolaryngology of the University of Illinois, 
is the author of the most authoritative volume 
on nasal sinuses issued so far. He says: (page 
209) 

“Rhinologists commonly associate diseases of the 
middle ear with sinus infections. A wide range of 
conditions may be traced to or associated with sinus 
disease.” 

In support of this statement he cites the two 
papers I read before the Section on Otolaryn- 
gology of the American Medical Association. 
He quotes my report of 100 cases of mastoiditis 
in which I found 85 per cent with a sinusitis 
on the same side, in all but two cases. I have 
added to that series sixty more cases. In the 
entire series the percentage of sinusitis is 90.62, 
which is about the percentage other observers 
have found. He also quotes an observation from 
the second paper that sinusitis associated with 
contagious diseases becomes chronic and causes 
subsequent acute attacks. This considered ob- 
servation would seem to place my findings upon 
an absolutely sound basis. I believe there is 
no one now who seriously questions them, al- 
though the lifted eyebrows and meaningful side 
glances followed my first reports. It is my firm 
conviction that the establishment of this con- 
nection has revolutionized the conception of the 
etiology of middle ear and mastoid infection and 
has placed the treatment of the middle ear and 
mastoid upon a sound and rational basis. Many 
otologists have told me that they now accomplish 
more by treating the sinuses and leaving the 
ears alone than they formerly did by treating 
the ears alone. When I began practice the cases 
of chronic discharging ears constituted a very 
large percentage of the otologist’s patients. 
Where are they now? An intelligent conception 
of the cause of the chronic purulent otitis media 
and the rational treatment of the offending puru- 
lent sinusitis has cut the incidence to a negligible 
number. The cases we see now are largely the 
neglected cases. 

In my long professional career I have seen 
many cases of asthma. In every case that was 
submitted to an x-ray a chronic sinusitis was 
found. In every case that submitted to an opera- 
tion the patient was either cured or greatly ben- 
efited. Some of these cases had been given 
the full benefit of treatment for allergy without 
benefit. 
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Case 1—A patient, a dentist, was under treatment for 
allergy for years. The x-ray showed a pansinusitis. How- 
ever, he continued his treatment for allergy for two 
years, during which time he hung between life and 
death during a number of attacks. He finally submitted 
to operation. He got very little relief from draining 
the antra and the exenteration of his ethmoids and 
opening his sphenoids. He went to Florida. The cli- 
mate was unkind to him and he became bedridden and 
remained five months. He was brought back and 
brought to St. Thomas on a stretcher. A radical fron- 
tal sinus operation on the left side disclosed a frontal 
sinus packed with polypi. The sinus was thoroughly 
cleaned out. The effect was magical. In five days 
he walked out of the hospital under his own power 
and though his right frontal was involved he embarked 
on a program of strenuous activity. On the day he left 
the hospital I left for Europe and was gone several 
months, so I did not operate upon his right frontal. 
One exceedingly hot day he walked about fiftecn miles 
briskly and did a lot of heavy manual labor. He suf- 
fered an acute dilation of the heart and died. 


Case 2—Another case was a distinguished physician, 
aged 78. Following an attack of influenza he developed 
asthma. Six years previous to consulting me he became 
partially incapacitated. For the preceding three years he 
had been totally incapacitated. He went to one of the best 
known hospitals in a large city and stayed two weeks 
and was thoroughly examined by the otolaryngologists 
and the allergists. At the end of that time he was told 
that he was allergic to milk products and aside from 
that nothing could be done for him. It was then that 
he called me from a distant state to make an appoint- 
ment. A glance into his nose showed the right ethmoid 
packed with polypi. An x-ray by Dr. Shoulders showed 
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a densely cloudy iight antrum and a less cloudy left 
antrum. On account of his age I placed him in Van- 
derbilt Hospital, where Dr. Hugh Morgan went over 
him carefully for two days. He reported him in good 
condition for operation. I did a radical operation on 
the right antrum and a simple on the left. The right 
antrum was literally packed with polypi. He was in 
good condition throughout the operation and when I 
saw him next day he told me his asthma had gone. 
He returned to his home in ten days and immediately 
went to work. I did an exenteration of his rizht ethmoid 
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two months later. He has written me frequently since 
and says his asthma is gone and that he is doing as 
much work as he ever did. 


These are only two of many cases. I do not 
see many cases of herpes zoster, but I would 
like to mention two briefly. 


Case 3—About 1902, Mrs. S., aged 64, consulted me for 
an aggravated case of herpes zoster which had invaded 
the scalp and was causing her excruciating pain day 
and night. Her reason for consulting me was that one 
of the eruptions had appeared on her left eye. The 
herpes had been going on for months and she was worn 
out with the suffering. An examination disclosed a left 
antrum filled with pus. The antrum was thoroughly 
cleaned out. The recovery from the herpes zoster was 
spectacular. 


Case 4—In 1940, I was consulted by E. S., a white 
man aged 59, following an attack of influenza in 1935. 
He developed herpes zoster, and had suffered for five 
years. When I saw him his condition was truly pitiable. 
The herpes involved the entire left side of his head and 
face. Where the hair had been was a mass of ulceration 
and crusts. He could not shave the left side of his face. 
He had been under constant care of physicians and 
had had many x-ray treatments. An x-ray dis- 
closed cloudy antrums, as I will show you from his 
plate. A thorough operation was done on the an- 
trums. His improvement was not spectacular, but it was 
steady. The crusts disappeared, the ulcers healed and 
were rep!aced by scar tissue. The agonizing pain was 
gone and he was able to resume his normal activities. 
He has recently died of an intercurrent disease. 


We have all noticed a causal connection between 
chronic tonsillitis, chronic sinusitis and nephritis. 


I have had three cases of intractable pyelitis 
which had resisted years of intensive treatment. 


Case 5—C. E., aged 40, gave a history of measles at 
the age of 7 months. His mother said that from that time 
his diapers were always wet. He was treated all his 
life for kidney trouble, but no one was able to free 
his urine of pus from the left kidney. A tonsillectomy 
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helped, but he gradually drifted back to his former 
position. I saw him August 29, 1940, and an x-ray 
showed his left antrum densely cloudy, the right less 
so. I did a radical antrum on the left side and a simple 
on the right. The left antrum was completely filled 
with polypi. Following the operation his health great- 
ly improved, but an x-ray of the kidney in his home city 
in the Southwest showed the kidney fil'ed with stones 
and functionless. He would not submit to an x-ray of 
his kidney until his condition grew serious. The kidney 
was removed recently and he is now regaining his 
health slowly. 


Case 6—A young lady, aged 28, had been under the 
care of a physician since she was eight years of age with 
intractable pyelitis of the left kidney. Her physician 
told me her frequency of urination was such that she 
had to do her studying while seated on a slop jar. Her 
x-ray showed cloudy antra. A radical operation showed 
the left antrum filed with polypi. The operation was 


followed by complete relief of her symptoms. 
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Case 7—J. F., a white man, aged 35, was referred to 
me by his urologist. He had suffered for years with pus 
in the vrine which no drug would clear up. He had a 
foul discharge from his right antrum and the ethmoid 
was filled with polypi. He had made repeated engage- 
ments for operation, but each time his courage failed 
him, 


I have frequently said that in my long pro- 
fessional career I have learned as much from 
patients who have declined my advice to be op- 
erated upon as I have from those who have taken 
my advice. In the last twenty-two years I have 
seen many patients who were suffering from a 
chronic purulent sinusitis. They have refused 
to have anything done about it. Among the 
number have been many cases who have died 
with untimely heart failure. Some of these cases 
were among my best friends. 


Case 8—Twenty-one years ago while in a distant 
city I learned that this patient was ill with pneumonia. 
I wrote him that this was his third attack. Since all 
cases dead of pneumonia that came to autopsy show 
pus in one or more sinuses, I advised him to have an 
x-ray of his sinuses as soon as he got out of bed. 
He did and the x-ray showed a very cloudy left antrum. 
I advised a thorough drainage of the antrum, but he 
demurred. He had attack after attack, the x-ray show- 
ing more and more involvement until all sinuses were 
involved, but he would have nothing done. In the last 
few years of his life he gradually failed in health and 
strength. Two years ago he died in his sleep, a victim 
of heart failure. A brilliant surgeon himself, he would 
not avail himself of the benefits of surgery. 


Case 9.—A close personal friend from boyhood, a 
brilliant lawyer, consulted me two years ago for a bloody 
discharge from his left nostril. An x-ray showed a 


4 
i 
Case 6 
4 
Case 7 


Vol. 37 No. 2 


densely cloudy left antrum. The symptoms he detailed 
indicated that the condition had been present over a 
long period of time. I advised a radical antrum op- 
eration. He declined the operation and I quote the char- 
acteristic explanation of his refusal. He said I am con- 
virced of the trouble, but my friends tell me sinus op- 
erations are not satisfactory. He died a month ago 
with heart failure. 


Case 10.—Another boyhood friend who was my patient 
as long as he lived had an x-ray in 1932 which showed a 
densely c'oudy left antrum. He declined operative inter- 
ference, though the condition was known to have been 
present over a period of years. He died a few years 
ago with heart failure. 
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Case 11.—This patient was under my care for. years 
with chronic sinusitis. He declined operative inter- 
ference. He died two years ago with heart failure. 


Case 12.—A policeman on our beat for years ‘was un- 
der my constant care for a chronic sinusitis. He de- 
clined operative interference. He died two years ago 
with heart failure. 


Case 13.—A patient from a distant state was sent me 
on account of symptoms of sinusitis. The x-ray dis- 
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closed all sinuses cloudy. The x-ray also disclosed an 
enlarged heart. He had symptoms of congestive heart 
failure. I placed him under the care of an internist 
who brought his heart symptoms under control, but 
would not give his consent for me to operate, as he 
feared a fatal issue. The patient returned to his home 
and I have heard nothing further from him. 


Case 14—A man who had been a patient from child- 
hood consulted me about his failing hearing in 1932. 
As I always do in such cases, I x-rayed his sinuses. 
The p’ate showed the marked involvement of his sinuses. 
I advised drainage which was refused. He died six 
years later in a heart attack. 


I am convinced that the daily continuous as- 
saults on the economy by a chronic purulent 
sinusitis will ultimately weaken and overwhelm 
the heart in certain cases. In others it may 
take the form of rheumatism or arthritis. Others 
may affect the eyes as I showed in a paper be- 
fore this Section at the Oklahoma meeting. I 
have added other cases since that report. 

I have had four interesting cases of what the 
English term retinitis circinate and what Ameri- 
cans term central senile retinitis. All were in 
elderly people and all had chronic sinusitis. 
Drainage of the sinuses appeared to arrest the 
disease and bring about some improvement. Of 
course, the retinal destruction that had already 
occurred could not be repaired in toto, but there 
was one gratifying feature common to all. With- 
out exception the health of these patients im- 
proved markedly. It is my belief that retinitis 
circinate is not the result of senility, but the 
result of chronic infection. 


Now may I bring this paper to a close with a 
few observations on treatment. When one is 


dealing with chronic sinusitis the slogan is ade- 
quate drainage. The cause of the sinusitis is a 
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faulty drainage system. It is our job to replace 
a faulty drainage system with an adequate one. 
The reason there are so many chronic antrum 
infections is the inability of the antrum to empty 
itself by flowing uphill. When you have washed 
out that antrum what have you accomplished? 
You have given it a temporary cleansing, but 
have you improved the drainage system? You 
have not. You are almost sure to have a recur- 
rence of the condition. What then is the rational 
thing to do? Replace a faulty drainage system 
that is indirect that has to flow up hill by one 
that is direct and by gravity. When you make 
an adequate permanent opening under the in- 
ferior turbinate it is surprising how many chronic 
antrums will clear up. Hajek said that most of 
his intranasal operations had been successful 
and my experience has been the same. I am not 
trying to say that all diseased antrums should 
be dealt with that way. When there is polypoid 
degeneration nothing takes the place of a skill- 
fully performed Caldwell-Luc. 

And now a word about the ethmoids. I gave 
up long ago trying to do a partial ethmoidectomy. 
When I invade the ethmoid I try to do a com- 
plete exenteration. I do not always do it be- 
cause there are cases where there are cells out of 
reach of an intranasal operation. I cannot do 
an exenteration without removing the middle 
turbinate. I know the bogey that is raised about 
crusting following complete removal. I have laid 
that bogey to my complete satisfaction. I have 
been doing exenterations as complete as possible 
for thirty years and in not one case has a pa- 
tient complained of crusting. To my mind crust- 
ing is a sure sign that infected cells have been 
left behind. 

Does anybody still snare out polypi and let it 
go at that? I am sure they do, for I have heard 
men boast that they have patients from whom 
they have removed polypi every year for thirty 
years. Of course, the complete and permanent 
remedy for polypi is a complete exenteration of 
the ethmoid labyrinth. 

I also feel that a frontal sinus that is diseased 
enough to be operated upon should be attacked 
from the outside. I would just about as soon 
try to do a mastoid through the middle ear as 
to try to do a frontal sinus through the nose. I 
have been following Lynch’s technic for 21 years 
and I approach a radical frontal sinus operation 
with as much confidence as I do a mastoid op- 
eration. 

I would like to say a word about ozena. 

In a paper before the Section of the American 
Medical Associatien in June, 1941, I think I sub- 
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mitted adequate proof that ozena is a disease 
caused by a chronic purulent discharge in or 
around the nose. In a great majority of cases 
the chronic purulent discharge comes from one 
or more nasal sinuses. I also drew the conclu- 
sion that ozena is a children’s disease just as 
measles, scarlet fever, diphtheria and other ex- 
anthemic diseases are, and that it is inextricably 
bound up with them. I am profoundly convinced 
that no cure or relief for ozena can be secured 
without eradicating the infected sinuses. And 
now may I close with the thesis of my paper 
before the Section of the American Medical As- 
sociation at Kansas City in 1936, the title being 
“The Chronicity of Sinus Disease”’. 

(1) At least 91 per cent of purulent infections 
of the middle ear and mastoid are the result of 
a purulent sinusitis nearly always on the same 
side as the infected ear and mastoid. 

(2) About 91 per cent of those having scarlet 
fever have a coincident infection in the sinuses. 
It is presumed from clinical symptoms that about 
the same percentage have a coincident sinusitis 
in epidemic influenza. The chances are that the 
other exanthematous diseases also have a high 
percentage of sinusitis. 

(3) If the second proposition is true, namely, 
that about 91 per cent of patients ill with scarlet 
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fever and epidemic influenza have sinusitis to- 
gether with those having sinusitis in the other 
exanthematous diseases, then at one time or an- 
other practically the entire population suffers 
from sinus infection. 

(4) A large percentage of those so infected 
are left with a chronic sinus infection that tends 
to last throughout life unless diagnosed and 
treated. 

(5) These chronic residual infections consti- 
tute a menace to the life, health and hearing of 
those so infected and make the victim a carrier 
who infects others by contact and starts epi- 
demics. 

(6) What is diagnosed as an acute sinus in- 
fection is often an acute exacerbation of a 
chronic sinus infection. 

(7) If these foregoing propositions are true 
the condition constitutes a direct challenge to 
the otolaryngologists and indirectly to the pedia- 
tricians, internists and likewise the entire medi- 
cal profession. There is no line of medicine that 
is not affected at one time or another by the 
protean manifestations of sinus disease. 


1119 Bennie Dillon Building. 
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EDITORIAL DEPARTMENT 


PENICILLIN IN ENDOCARDITIS 


The oldest chemotherapeuticals, mercury and 
quinine, were alone in their field for many cen- 
turies. Extensive progress in disinfection of the 
blood stream belongs to the current century and 
decade. The sterilizans magna which Ehrlich 
consciously sought forty years ago began to seem 
possible with his six hundred and sixth com- 
pound. Ehrlich, born in 1854, would have been 
ninety years old this year. One wonders whether, 
if he had lived long enough, his six thousand 
and sixth experimental chemical might have be- 
longed to the sulfonamide group; or perhaps by 
this time he might have been delving among the 
filtrates of the soil bacilli or mold extracts. 

The value of penicillin, a drug of the latter 
class, has now been widely confirmed and its de- 
velopment reviewed in several journals in recent 
months. A detailed survey with account of fur- 
ther critical work may be seen in the November 
number of the Annals of Internal Medicine. Fif- 
teen years ago (1929) Fleming, in the British 
Journal of Experimental Pathology, reported 
that a filtrate of the mold, Penicillium notatum, 
an accidental contaminant of some laboratory 
plates, inhibited growth of staphylococci and 
many other bacteria in cultures. He gave the 
active substance the name penicillin, and sug- 
gested that it might be employed to differentiate 
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gtam-positive from gram-negative micro-organ- 
isms, or as an antiseptic. 

Little further attention was paid to it until 
1940, when, following interest aroused by the 
work of Dubos on the soil bacillus filtrate grami- 
cidin, which benefits certain blood stream in- 
fections, a group of investigators at Oxford 
University reported in the British Lancet, prep- 
aration of a crude penicillin safe to administer 
to human beings, which had remarkable in vivo 
activity against a large group of pathogenic 
bacteria. The product is now in use among the 
armed forces, its general release having been 
delayed by the difficulties and expense of pro- 
duction. A group of workers! in New York City 
who over the past three years have studied its 
properties, have recently summarized its effects, 
contrasted it with some of the sulfonamides, and 
listed groups of susceptible and insusceptible or- 
ganisms. Its antiseptic activities in the living 
body closely parallel its test tube effects. In 
this it differs of course from the earlier anti- 
bacterial agents, quinine, mercury, and the 
arsenicals, which act rather indirectly by stimu- 
lating body defenses. 

The low toxicity of penicillin for human be- 
ings has been confirmed by many investigators. 
It is active in vitro and in vivo against such 
micro-organisms as the pneumococci, strepto- 
cocci, Vibrion septique, Chlostridium welchii, and 
others. It is effective against most of the gram- 
positive organisms and also against the gono- 
coccus and meningococcus. It is inactive against 
the colon-typhoid group. It is rapidly excreted 
by the kidneys, and frequent dosage is necessary 
to maintain an effective blood concentration. 

Penicillin does not attack many general classes 
of pathogenic bacteria which were not already 
known to be susceptible to the sulfonamides. It 
has proved active, however, against particular 
strains resistant to the sulfonamides; and its low 
toxicity makes it highly desirable in many hu- 
man infections. Like the sulfonamides, it has 
now been tried in practically all of these. 

Bacterial endocarditis is one of the conditions 
which has yielded to neither group of drugs: 
neither to the sulfonamides nor to the bacterio- 
logic filtrates. Successful treatment of experi- 
mental rabbit endocarditis, however, is said to 


1. Dawson, Martin H.; Hobby, G. L.; Meyer, Karl; and 
Chaffee, E.: Penicillin as a Chemotherapeutic Agent. Ann. Int. 
Med., 19:707 (Nov.) 1943. 
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have been accomplished by the use of chemother- 
apy plus an anticoagulant such as_ heparin,” 
which theoretically dissolves the vegetative 
growth on the valves and permits access to the 
source of infection by the germicidal substance. 
On this basis, numerous attempts have been 
made to treat bacterial endocarditis with sulfon- 
amides, with penicillin, and with combined 
methods employing heparin. Complete failure 
and often further impairment of the patient’s 
condition have usually been reported.* 

A recent number of the Journal of the Ameri- 
can Medical Association contains papers report- 
ing opposite points of view on the subject, a 
series of unsuccessfully treated and a series of 
successfully treated cases of endocarditis. Work- 
ers*® in the Michael Reese Hospital in Chicago 
treated four cases of Streptococcus viridans en- 
docarditis with combined heparin and sulfona- 
mide or sulfonamide with intensive arsenother- 
apy, and observed no evidence of clinical re- 
covery. In two of the four cases signs of cere- 
bral hemorrhage were detected during heparin 
administration. Katz and Elek® believe the use 
of heparin should be abandoned. The use of 
penicillin in viridans endocarditis is unfavorably 
reported upon by the National Research Council. 

Workers? in the Jewish Hospital in Brooklyn 
describe the employment of heparin and penicil- 
lin given by a special technic in seven consecu- 
tive cases of subacute bacterial endocarditis, 
with uniformly successful results. Heparin was 
administered by subcutaneous pellet, and peni- 
cillin in large quantities by continuous venoclysis. 
In each case of the series of seven, sterilization 
of the blood and relief of clinical manifestations 
over a period of months, is reported with no fail- 
ures. There were five cases of Streptococcus 
viridans infection, one Streptococcus hemolyti- 
cus, and one pneumococcus. 

Penicillin, of course, stands as a remarkable 
drug whether endocarditis is controlled by it or 
not. 

The conquest of such a disabling and fatal 
disease as subacute bacterial endocarditis would 
compare in importance with the development of 
methods of treatment of pernicious anemia. 


One sometimes feels that notable literature, 


Loewe, L.; Rosenblatt, P.; Greene, H. J.; and Russell, 
M. * Combined Penicillin and Heparin Therapy of Subacute Bac- 
terial Endocarditis. J.A.M.A., 124:144 (Jan. 15) 1944. 
and Elek, S. R.: Combined Heparin mw 
J.A.M.A 


3. Katz, L. N.; 
Chemotherapy in Subacute Bacterial Endocarditis. 
124:149 (Jan. 


15) 1944, 


EDITORIAL 


119 


music, art, or scientific progress can not come 
in a time of military crisis. Usually they do not. 
Little of significance in medical discovery oc- 
curred during the first World War. The wide- 
spread heralding of the Carrel-Dakin solution 
and its subsequent abandonment, suggested that 
judgment was not keen in such a period. 


It is of much interest to contemplate the fact 
that development of penicillin as a blood stream 
antiseptic was accomplished in England during 
1940, the worst year of the war, when elimination 
of the island and its population seemed immi- 
nent. The evolution of penicillin as a weapon of 
modern medicine came under fire, and is an ex- 
ample of the stoicism and gifted self-control of 
the modern Englishman. 


C!RRHOSIS OF THE LIVER 


The liver is the great filter plant and detoxi- 
fier of the human organism. It removes many 
deleterious substances from the blood stream. 
It inactivates estrone, stilbestrol and other estro- 
gens in the human body.' It also acts as a gland 
of internal secretion, reacting in many ways with 
the products of other ductless glands. It stores 
glycogen after stimulation by insulin. The 
pituitary and thyroid would appear to be neces- 
sary for its normal function. 

These two endocrines are essential in fat 
metabolism.2, In dogs from which they have 
been extirpated, the blood lipids are greatly in- 
creased. If the dogs are killed two to fifteen 
months after removal of the hypophysis and 
the thyroid, practically all animals show ex- 
tensive fatty infiltration of the liver. Two- 
thirds had various degrees of fibrosis and cir- 
rhosis. Cirrhosis was not observed in dogs which 
had had thyroidectomy alone, nor was the liver 
fat greatly increased in these. 

Cirrhosis of the liver may be produced by 
various poisonous substances: alcohol, butter 
yellow, and apparently it develops when secre- 
tions of the two above mentioned glands are lack- 
ing. Possibly in this case the elevation of fats 
in the blood stream, lipemia, provides directly a 
poisonous substance, continued inactivation of 
which exhausts the liver tissue. 


1. Zondek, B.; Sulman, F.; and Sklow, J.; Inactivation of Stil- 
bestrol by Liver in Vitro. Endocrinology, 33:333 (Dec.) 1943. 

2. Chaikoff, I. L.; Entenman, C.; Rinehart, J. F.; and Reich- 
ert, F. L.: Development of Cirrhosis in the Liver of Dogs De- 
prived of Both Pituitary and Thyroid Glands. Proc. Soc. Exper. 
Biol. and Med., 54:170 (Nov.) 1943. 
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TWENTY-FIVE YEARS AGO 
Journats or 1919 


Lemon Juice for Pellagra.i—Roussel is of the opinion 
that pellagra, as it is seen in the South, is nothing more 
than scurvy. 

It is probably brought about by the fact that most 
people in pellagrous districts live literally out of tin cans. 
With this idea in view, he gave lemon juice to his 
pellagrins with most astounding results. They all recov- 
ered in less than a month. The whole juice of the lemon 
must be used, not citric acid. 

The skin lesions require no special treatment, neither 
does the nervous apparatus except in very bad cases. 
Castor oil every other day was used to check the 
diarrhea instead of astringents. 


Return from Overseas2—‘Lease offices. Returning 
with President.” 

Just as this issue of THE JouRNAL was ready for the 
press we received the above cable from Dr. Seale Har- 
ris—Lieutenant-Colonel Harris—dated Paris, France, 
February 13. 

The “lease offices” refers to his personal offices and 
indicates that it is only a question of days before he 
will be in Birmingham again taking up his private prac- 
tice, and incidentally his JourNAL and Association work 
. .. He is returning with the presidential party on the 
George Washington, which sailed from France on the 
15th, and is expected to reach Boston about the 24th. 
From a personal letter recently received we quote... 

“T went to Italy . to visit the Italian battlefields 

We were guests of the Italian Government . 
visited Pola, Fiume, Trieste and other ports which the 
Italians want. = 


Roussel: New Orleans Medical and Surgical J. abst. South. 
Mad. Jour., 12:67 (Feb.) 1919. 


2. Editorial: Our Editor Homeward Bound. Ibid, p. 108. 


Book Reviews 


The Compleat Pediatrician. By Wilburt C. Davison, 
M.D., Professor of Pediatrics, Duke University School 
of Medicine. Durham, N. C.: Duke University Press. 
Cloth, $3.75 cash with order, $4.00 credit. 

No book devoted to pediatrics is‘more valuable for 
reference and authoritative information than the “Com- 
pleat Pediatrician.” Each succeeding edition of this 
work has enhanced its value by bringing up to date 
the advances made in the care of children. Many 
additions and changes are noted in this, the fourth edi- 
tion, particularly in the field of chemotherapy, tropical 

Ss and preventive measures. The chapter on 
growth and dev:lopment has been rewritten and en- 
larged and now contains in a condensed form the best 
information extant on this important phase of pediatrics. 

This should make the book invaluable to those young 

pediatricians who intend taking the examination of the 

American Board of Pediatrics. No one seeing children 

in their daily work should be without this book, and, 

by all means, it should be in every hospital library for 
ready reference by members of the house staff. 
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Surgical Errors and Safeguards. By Max Thorek, M.C., 
LL.D., D.C.M., F.1.CS. (c) F.B.CS., F.1.C.A., K.L.H. 
(France) ; Professor Surgery, Cook County Graduate 
School of Medicine. Fourth Edition, Completely 
Revised. 1085 pages, illustrated. Philadelphia: J. B. 
Lippincott Company, 1943. Cloth $15.00. 

This presents, at once, a splendid philosophical and 
intensely practical discussion of those qualities of con- 
servativeness and carefulness that underlie the successful 
practice of surgery. The author maintains that the two 
unforgivable sins of surgery are, first, to operate un- 
necessarily, and, second, to undertake a major operation 
for which the surgeon is not sufficiently skilled technic- 
ally. Few will disagree with him in this. 

The first three chapters of the book discuss errors and 
safeguards in connection with operations in general; 
failures due to general causes within the patient himself 
that make him a bad risk; failures due to defective in- 
struments that may break at an inopportune moment; 
and the unfortunate results that follow the leaving of 
foreign bodies in wounds. The generalizations as well 
as the specific recommendations in these chapters make 
profitable and interesting reading. 

The next fifteen chapters are intensely practical. 
The different regions of the body are éach dealt with 
in a special chapter headed “Dangers and Safeguards” 
in operations on the particular region that is under con- 
sideration. 

Another chapter is entitled “Legal Responsibility for 
Surgical Practice.” This chapter contains much medico- 
legal information concerning the responsibilities of the 
surgeon as held by courts of the United States and 
Great Britain. 

The volume is profusely illustrated and has an ex- 
tensive bibliography. Its popularity is attested by the 
fact that it now is in its fourth edition. 


By Martin H. Fischer, M. D., 


In Praise of Man. 
University of Cincinnati 


Professor of Physiology, 
College of Medicine. 27 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1943. Cloth $2.00. 

It has been almost a hundred years since Darwin, 
Huxley and other biologists and their philosophers 
aroused the religious and scientific world with hypo- 
theses on the origin and nature of man. Since then 
developments in the biological sciences have been pro- 
digious. It is timely, therefore, to have the credo of a 
modern physiologist on the same subject. There is 
much thought and some noval concepts are expressed. 


Manual of Fractures. Treatment by External Skeletal 
Fixation. By C. M. Shaar, M.D., F.A.CS., Captain, 
Medical Corps, United States Navy, and Frank P. 
Kreuz, Jr., M.D., F.A.C.S., Lieutenant Commander, 
Medical Corps, United States Navy. 300 pages, illus- 
trated. Philadelphia: W. B. Saunders Company, 1945. 
This manual should be compulsory reading for any- 

one using pin fixation in treatment of fractures, whether 

it be the Stader splint or Kirschner wire. The diagrams 
illustrating sites for transfixation and cross sections of 
the anatomical structures involved clearly show the 
dangers of faulty application. The author describes in 
detail the particular value of skeletal fixation in Naval 
casualties, where it permits ease of transfer from ship to 
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ship and lessens the hazards in hurried abandonment of 
the vessel. Pin seepage is admitted to be the most 
serious objection to the use of the pins and the author is 
to be congratulated in having no infection from pins in 
157 consecutive cases. Apparently, the determining fac- 
tors are movement of the skin about the pins, abnormal 
skin tension, loose pins, pins in devitalized tissues and 
thermal necrosis. The author explains the technic neces- 
sary to overcome these factors. 

There are several chapters devoted to the use of 
the Stader splint in delayed and non-union, arthrodesis 
of joints, bone grafts and osteomyelitis. 

The chapter on treatment of special fractures as 
the mandible, humerus, radius and ulna, femur, tibia and 
fibula and os calcis deserve special mention. In each 
a series of roentgenograms and photographs accom- 
panies the text material and some of the results as in 
the os calcis fractures are truly phenomenal. 


Nerve block technic and infiltration anesthesia are 
discussed as well as x-ray interpretation of bone reaction 
to metal pins and fracture healing. While it is true 
that the entire subject of routine skeletal fixation is 
quite controversial there are certain types of fractures 
demanding skeletal fixation even in civilian practice 
and nowhere in the fracture literature is there so com- 
plete a presentation as in this monograph. 


Southern Medical News 


NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


The New Orleans Graduate Medical Assembly, eighth annual 
meeting, will be held in New Orleans, March 6-9, at the Roose- 
velt Hotel. The program contains the names of some sixteen 
outstanding physicians as essayists and the program consists of 
lectures, clinics, symposia, and clinico-pathologic conferences, sup- 
plemented by technical exhibits and medical motion pictures. Reg- 
istration fee of $10.00 covers all features, including three lunch- 
eons. Physicians who plan to attend are invited to register at 
once with the Secretary, Room 105, 1430 Tulane Avenue, New 
Orleans, Louisiana. Reservations should be made early. 


AMERICAN UROLOGICAL ASSOCIATION AWARD 


The American Urological Association offers an annual award 
“not to exceed $500’ for an essay (or essays) on the result of 
some specific clinical or laboratory research in urology. The 
amount of the prize is based on the merits of the work presented, 
no award being made if the Committee on Scientific Research deem 
none of the offerings worthy. Competitors shall be limited to 
residents in urology in recognized hospitals and to urologists who 
have been in such specific practice for not more than five years. 
Those interested should write the Secretary, Dr. Thomas D. Moore, 
899 Madison’ Avenue, Memphis, Tennessee, and essays must 
in his hands on or before March 15, 1944. The selected essay 
(or essays) will appear on the program of the American Urological 
Association, June 19-22, 1944, Hotel Jefferson, St. Louis, Missouri. 


ALABAMA 


Dr. Jesse P. Chapman, Selma, has been reappointed Chairman 
of the State Executive Commitee, Women’s Field Army, Ameri- 
can Society for the Control of Cancer. 

Dr. Lowell L. Stokes, U. S. Public Health Service, formerly of 
Okmulgee, Oklahoma, is in charge of the Lauderdale County 
Health Unit. 

Dr. George E. Newton, Prattville, has resigned as Health Officer 
of Autauga and Chilton Counties to enter private practice at 
Prattville. 

Dr. Perry A. Morgan, Jr., and Miss Barbara Ruth Callaway, 
both of Birmingham, were married recently. 
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Dr, Albert Frawley Jackson, Jr., Eutaw, and Miss Maurice 
Brown, Fort Worth, Texas, were married recently. 


DEATHS 


Dr. Seale Harris, Jr., Major, Medical Corps, U. S. Army, Bir- 
mingham, aged 43, died of a heart attack, December 22, 1943. 
At the time of his death he was second in command of an Army 
general hospital in Brisbane, Australia. 

>. James Watkins Calloway, Montgomery, aged 85, died re- 
cently. 

Dr. Frenk Shackelford, Hope Hull, aged 75, died recently 
of nephritis. 


ARKANSAS 


Craighead-Poinsett County Medical Society has elected Dr. Ira 
W. Ellis, Monette, President; Dr. W. H. Moreland, Tyronza, 
Vice-President; and Dr. J, H. McCurry, Cash, Secretary-Treas- 
urer. 

Polk County Medical Society has elected Dr. F. A. Lee, Van- 
dervoort, President; Dr. F. Q. McElroy, Mena, Vice-President; 
and Dr. Edward M. Miers, Mena, Secretary-Treasurer. 

_ Ouachita County Medical Society has elected Dr. J. L. Rush- 
ing, Chidester, President; Dr. W. C. Magness, Camden, Vice- 
President; and Dr. R. B. Robins, Camden, Secretary. 

Sebastian County Medical Society has elected Dr. C. W. Hall, 
Greenwood, President; Dr. Chas. T. Chamberlain, Fort Smith, 
Vice-President; Dr. D. W. Goldstein, Fort Smith, Secretary; and 
Dr. W. R. Brooksher, Fort Smith, Treasurer, 

Union County Medical Society has elected Dr. B. L. Moore, 
President; Dr. E. J. Munn, Vice-President; and Dr. M. V. 
Russell, Secretary-Treasurer, all of El Dorado. 

Dr. R. J. Hibbard, State Sanatoirum, has been appointed 
Superintendent, Utah State Tuberculosis Sanatorium, Ogden. 

Dr. D. W. Goldstein, Fort Smith, attended the Occupational 
Dermatoses Course conducted by the U. S. Public Health Service 
in New York recently. 

Dr. S. A. Thompson, Camden, has been appointed a member 
of the Advisory Committee on Maternal and Child Welfare to the 
Children’s Bureau. 

Dr. Euclid M. Smith, Hot Springs National Park, Dr. W. A. 
Regnier, Crossett, and Dr. J. W. Lamb, Paragould, are recent grad- 
uates of the School of Aviation Medicine, Randolph Field, Texas. 

Dr. John T. Herron, Helena, has been appointed Acting Di- 
rector, Bureau of Local Health Service, Arkansas State Board of 
Health, and is now located in Little Rock. 

Dr. S. A. Thompson, Camden, has been appointed a new mem- 
ber of the Children’s Bureau Advisory Committee on Maternal 
and Child Health Services. 

Dr. Thomas P. Foltz, Lieutenant, Medical Corps, U.S.N.R., Fort 
Smith, who has been on duty in the South Pacific for fifteen 
a has been transferred to Naval Recruiting Station, Little 

ock. 


DeaTHs 


Dr. Moses Green Daly, Little Rock, aged 68, died recently. 

Dr. Felix A. Hughes, Okolona, aged 68, died recently. 

Dr. Paschal J. Park, Cabot, aged 76, died recently of heart 
disease and generalized arteriosclerosis. 

Dr. William T, Whaley, Glenwood, aged 78, died recently. 


DISTRICT OF COLUMBIA 


Dr. Joseph S. Wall, Washington, a member of the Children’s 
Bureau, Committee on Children in Wartime, has been appointed 
ex-officio member of the Advisory Committee on Maternal and 
Child Health Services. 

Dr. Matthew White Perry, Washington, accompanied Secre- 
tary of State Cordell Hull on his recent mission to Moscow. 

Dr. Ralph Bretney Miller, Washington, and Miss Anne Heth- 
erington Upton, Mathews, Virginia, were married recently. 


DEaTHS 


Dr. George Spurgeon Bullock, Washington, aged 31, died re- 
cently in an automobile accident. 

Dr. William Bernard Donahay, Washington, aged 41, died re- 
cently of uremia. 

Dr. DeWitt Talmage Hunter, Washington, aged 54, died re- 
cently of coronary thrombosis, 

_Dr. Adam Kemble, Washington, aged 65, died recently of car- 
cinoma. 

Dr. William Johnson Manning, Washington, aged 73, died re- 
cently of diabetes mellitus. 
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Dr. Edwin Ernest Roberts, Washington, cged 71, died re- 
cently. 

Dr. Lyman Beecher Swormstedt, Washington, aged 90, died re- 
cently of carcinoma of the prostate and bladder. 

Dr. Lyman Brooks Tibbets, Washington, aged 49, died recently 
of cerebral hemorrhage. 

Dr. Harry Wells Woodward, Washington, aged 75, died recently 
of injuries. 


FLORIDA 


DeSoto-Hardee-Highlands-Charlotte-Glades County Medical So- 
ciety has elected Dr. M. C. Kayton, Wauchula, President; and 
Dr. C. H. Kirkpatrick, Arcadia, Secretary-Treasurer. 

Polk County Medical Society has elected Dr. W. F. Peacock, 
Bartow, President; Dr. J. G. Gilchrist, Bartow, Vice-President; 
and Dr. Edgar Watson, Secretary-Treasurer. 

Dr. James Maxey Dell has been selected Mayor Commissioner 
of Gainesville. He is beginning his ninth year as a member of 
the Commission. 

Dr. Robert Vivien Edwards and Miss June Olivia Ledyard 
DeWees, both of Coral Gables, were married recently. 

Dr. E. C. Crouch, Jasper, recently attended the Graduate Fort- 
— of the New York Academy of Medicine, in New York 

ity. 

Dr. Harry C. Galey, Key West, was recently appointed City 
Health Officer. 

Dr. S. B. Forbes, Tampa, has been taking a course in ocular 
surgery in New York. 


DeaTHs 


Dr. Robert Semuel Barr, South Miami, aged 69, died recently 
of coronary thrombosis. 

Dr, Robert H. Dunnington, Daytona, aged 82, died recently. 

Dr. John A. Herring, St. Petersburg, aged 52, died recently. 

Dr. J. W. Hood, Ocala, aged 92, died recently. 


GEORGIA 


Dr. Edwin W,. Schwall, Milledgeville, has been appointed Su- 
perintendent of the Georgia Training School for Mental Defec- 
tives at Gracewood. 

_ Dr. C. G. Cox, former Superintendent of the Georgia Train- 
ing School, has returned to Milledgeville and will be Clinical 
Director, Milledgeville State Hospital. 

Dr. Clair A. Henderson, former Richmond County Health Offi- 
cer, has resigned and has accepted an offer of the Chatham- 
Savannah Health Department. 

Dr. and Mrs. Wm. A. Walker, Cairo, recently observed their 
golden wedding anniversary. 

Dr. Herbert F, Readling, Thomasville, has been appointed to 
the Board of Trustees of the Crippled Children League of Geor- 
gia, Incorporated, 

Dr. J. A. Corry, Barnesville, was recently presented a ‘Service 
Badge’ by the Barnesville Chapter of the American Red Cross 
for his twenty-five years’ service as Chairman. 

Dr. W. E. Brown, Homerville, who served three years in the 
Medical Corps of the U. S. Army, ten months of the time sta- 
tioned in Africa, has opened offices for private practice of med- 
icine at Dalton. 

_ Dr. Murl M. Hagood, Marietta, has been elected to fellowship 
in the American College of Surgeons. 

Dr. Thomas S. Harbin, Rome, and Miss 
Troutman, Atlanta, were married recently. 

Dr, Thomas Virgil Matthews and Miss Eleanor Adele Rhodes, 
both of Atlanta, were married recently. 


DEATHS 


Dr. Edwin George Henry Beck, Atlanta, aged 65, died recently. 
Dr. Francis Marion Brock, Roopville, aged 79, died recently. 
Dr. Pierce Gordon Blanchard, Appling, aged 55, died recently. 
Dr. Pierce Young Duckett, Cornelia, aged 81, died recently. 
Dr. John Sutherland Hurt, Atlanta, aged 66, died recently. 
Dr. Nicholas Amon Funderburk, Trion, aged 49, died recently 
of heart disease. 
Dr. James Taylor Hammond, Atlanta, aged 87, died recently. 
Dr. George Washington Kelly, Carlton, aged 53, died recently, 
Dr. Lovick Pierce Longino, Milledgeville, aged 64, died recently. 
Dr. Barton D. Rhodes, Riverside, aged 64, died recently. 
Dr. Lisle Benjamin Robinson, Atlanta, aged 55, died recently. 
Dr. Thomas Andrew Storey, Atlanta, aged 68, died ‘recently 
of coronary thrombosis and arteriosclerosis. 
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Dr. Thomas J. Taylor, Rentz, aged 74, died recently. 

Dr. Samuel P. Wise, Plains, aged 59, died recently. 
és Dr, Wade Woodward, Decatur, aged 75, died recently of heart 
isease. 


KENTUCKY 


Jefferson County Medical Society has installed Dr. Harry M. 
Weeter, President and elected Dr. Maurice G. Buckles, President- 
Elect; Dr. A. M. Leigh, First Vice-President; Dr. Margaret 
Limper, Second Vice-President; Dr. Richard T. Hudson, Secretary; 
and Dr. J. Kenneth Hutcherson, Treasurer, all of Louisville. Dr. 
B. Wilson Smock, Louisville, is the retiring President. 

Dr. J. R. Burnett is practicing again at Middletown after hav- 
ing been with the Armed Forces in North Africa. 

Dr. Wilson F. Dodd, Medical Director, Berea College, Berea, has 
been appointed Medical Director of the Near East Foundation in 
Greece. He left for Cairo, Egypt, where he will remain until 
Greece is open for rehabilitation work. 

Dr. Stefanie Young, formerly of Hartford, Connecticut, has been 
appointed College Physician at Eastern Kentucky State Teach- 
ers College, Richmond, succeeding Dr. Henry C. Jasper, who 
has been Acting College Physician since the resignation of Dr. 
Jacob D. Farris. 

Dr. Helen Jeffery Kelly announces the opening of offices in the 
Fincastle Building, Louisville, for the practice of general medicine. 


DeatHs 


Dr. James Boyd Mason, London, aged 69, died recently of 
chronic myocarditis. 

Dr. Sidney J. Anderson, Midway, aged 75, died recently of 
cerebral hemorrhage. 

Dr. Ernest Everest Martin, Allen, aged 43, died recently of 
a fractured skull received in a fall. 

Dr. Louis Peter Casper, Louisville, aged 61, died recently of 
acute dilatation of the heart. 

Dr. Otto Edward Kress, Louisville, aged 52, died recently of 
coronary occlusion. 

Dr. Homer Lee Nickell, Morehead, aged 57, died recently of 
coronary occlusion. 

Dr. John G. Puryear, Mayfield, aged 67, died recently. 

Dr. Harry M. Yancey, Mays Lick, aged 71, died recently of 
cardiovascular disease and hypertension. 

Dr. O. B. Humston, Franklinton, aged 87, died recently. 

Dr. Carl Weidner, Sr., Louisville, aged 86, died recently. 


LOUISIANA 


Orleans Parish Medical Society installed Dr, Edwin L. Zander, 
New Orleans, President and has elected Dr. A. V. Fried- 
richs, President-Elect; Dr. Max M. Green, First Vice-President; 
Dr. Philip H. Jones, Jr., Second Vice-President; Dr. Frank 
Chetta, Third Vice-President; Dr. Daniel J. Murphy, Secretary; 
Dr. Paul G. Lacroix, Treasurer; and Dr. John R. Schenkeu 
Librarian. Additional members to the Board of Directors are 
Dr. E. L. Leckert and Dr. E. J, Richard, all of New Orleans. Dr. 
H. B. Alsobrook, New Orleans, is the retiring President. 

Dr. George F. Roeling, New Orleans, has been appointed as 
Psychiatrist, Department of Hygiene and Child Welfare, New 
Orleans Parish School Board. 

Charity Hospital, New Orleans, has elected Dr, Edgar Hull, 
President of the General Visiting Staff and Dr. W. D. Be 
man, Secretary-Treasurer; and to the Medical Advisory Committee 
Dr. Gilbert C. Anderson, Dr. Frank Chetta, Dr. Adolph Jacobs 
and Dr. C. Gordon Johnson. 

Dr. Woodard D. Beacham, New Orleans, was recently awarded 
a life membership in the American College of Surgeons for 
most excellent medical records presented by candidates for fel- 
lowship during 1943. 

Dr. Julian Graubarth, New Orleans, has been reappointed 
State Chairman for Louisiana of the American Academy 0 
Pediatrics. d 

Dr. Henry D. Ogden, New Orleans, has been doing special 
work in allergy at the New York Post Graduate Medical School. 

Dr. Ambrose H. Storck, Lieutenant Colonel, Medical Corps, U. 
S. Army, has returned to New Orleans after serving seven months 
in the British Isles. 

Dr. J. Kelly Stone, New Orleans, was recently promoted to 
Commander and is in charge of the Surgical Division at the 
Lakefront Naval Hospital. 

Dr. W. Rogers Brewster, New Orleans, Commander, Medical 
Corps, U. S. Navy, was recently appointed Chief of the Surgery 
Department of the Naval Hospital, Brooklyn, New York. 


Continued on page 50 
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ANNOUNCING— 


The Eighth Annual Meeting 


THE NEW ORLEANS GRADUATE 


MEDICAL ASSEMBLY 
MARCH 6-9, 1944 


GUEST SPEAKERS 


Cardiology 
Dr. Robert L. Levy, New York 


Dermatology 
Dr. Carroll S. Wright, Philadelphia 


Gastro-enterology 


Dr. Walter L. Palmer, Chicago 


Gynecology 
Commander Robert A. Ross, Durham 


Medicine 

Dr. Ralph H. Major, Kansas City 
Medicine 

Dr. Ernst P. Boas, New York 


Neuropsychiatry 
Dr. Abraham Myerson, Boston 


Obstetrics 
Dr. John W. Harris, Madison 


Orthopedic Surgery 
Dr. H. Winnett Orr, Lincoln 


Otolaryngology 


Dr. Chevalier L. Jackson, Philadelphia 


Pathology 
Dr. Paul R. Cannon, Chicago 


Pediatrics 


Dr. Henry G. Poncher, Chicago 


Proctology 

Dr. Louis A. Buie, Rochester 
Surgery 
. Commander L. Kraeer Ferguson, 


Philadelphia 


Surgery 
Dr. George T. Pack, New York 


Urology 
Dr. Frank Hinman, San Francisco 


Lectures, clinics, symposia, clinico-pathologic conferences, 
technical exhibits, medical motion pictures. 


All-inclusive Registration Fee $10.00 
(Three luncheons and all features) 


For Information Write 
Secretary, Room 105 


1430 Tulane Ave., New Orleans 13, La. 


Conference Headquarters—Roosevelt Hotel, 123 Baronne Street 
Make your reservations now 
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The Tulane University 
of Louisiana 


‘School of Medicine 


POSTGRADUATE COURSES: 


SURGERY 21-26, 1944 


{ March 13-25, 1944 


TROPICAL MEDICINE j April 17-29 
| May 15-27 


MEDICINE.___ March 20-25, 1944 


Aptil, 1944 


PEDIATRICS {May, 1944 
For detailed information 
write 
DIRECTOR 


Department of Graduate Medicine 
1430 Tulane Ave., New Orleans, La. 


Chicago Eye, Ear, Nose & Throat College 
Established 1897 

231 W. Washington St., Chicago, IIL 
Practical postgraduate course in Ophthalmolo- 
gy and Otolaryngology. 
Doctors admitted at any time for review and 
clinical observation. 

OSCAR B. NUGENT, M.D., Director 


RADIUM RENTAL 
APPLICATORS FURNISHED 
Prompt Service 
RADIUM AND DEEP 
X-RAY THERAPY 


For Information Write 
CENTRAL X-RAY AND 
CLINICAL LABORATORY 
Fred F. Schwartz, M.D., Director, 
58 East Washington St., Chicago, Il. 


Continued from page 122 
DEATHS 


Dr. Albert Frank Burgis, New Orleans, aged 47, died recently 
of cerebral hemorrhage. 

Dr. Richard L. Figgins, New Orleans, aged 53, died recently, 

Dr. Erwin Lowe Gill, Shreveport, aged 42, died recently as a 
result of suffocation from fire when his home burned. 


MARYLAND 


Baltimore City Medical Society has elected by Thomas 
Sprunt, President; Dr. Louis H. D Vic Dr. 
Samuel McLanahan, Secretary; and Dr. ey Albert *Chatard, Treas. 
urer. 

Caroline County Medical Society has elected Dr. E. P. Knotts, 
Denton, President; Dr. Frank Anderson, Federalsburg, Vice-Presi- 
dent; and Dr, W. B. Johnson, Denton, Secretary-Treasurer. 

Frederick County Medical Society has elected Dr. A. A. Pearre, 
Frederick, President; Dr. Talbot Brice, Jefferson, First Vice- 
President; Dr. J. S. Derr, Frederick, Second Vice-President; Dr, 
H. Ash, Frederick, Treasurer; Dr. F. D. Worthington, Frederick, 
Secretary. 

Dr. Norman H. Topping, Passed Assistant Surgeon, U. §, 
Public Health Service, National Institute of Health, Bethesda, has 
been presented the Bailey K. Ashford Award of the American 
Society of Tropical Medicine for outstanding work in the -field 
of tropical medicine. 


DEATHS 


Dr. Charles Nelson Branin, Hagerstown, aged 67, died re- 
cently of acute pulmonary edema. 

Dr. George Roger Myers, Hurlock, aged 69, died recently of 
cerebral hemorrhage. 


MISSISSIPPI 


Mississippi Public Health Association has installed Dr. John B. 
Grant, McComb, President; and elected Dr. Cyrus M. Shipp, 
Bay St. Louis, President- Elect. 

Dr. Reuben B. Caldwell, Baldwyn, has been appointed a mem- 
ber of the State Board of Health to succeed Dr. James W. Lips- 
— Columbus, President of the Board since 1932. Dr. Paul 

Gamble, Greenville, will succeed Dr. Leonidas B. Austin, 
Rosedale a member of the Board for nineteen years. 
DeatTus 

Dr. John Samuel Abney, Jackson, aged 67, died recently ot 
acute dilatation of the heart. 

Dr. Daniel Webster Boyd, Tylertown, aged 80, died recently 
of chronic myocarditis and bronchopneumonia. 

Dr. Edgar F. Crowther, Yazoo City, aged 85, died recently. 

Dr. Little Berry Neal, Jackson, aged 66, died recently of coro- 
nary thrombosis. 


MISSOURI 


Kansas City Southwest Clinical Society has elected Dr. Max 
Goldman, President; Dr. J. A. Billingsley, Vice-President; Dr. 
W. M. Korth, Secretary; Dr. H. S. Valentine, Treasurer; Dr. Carl 


Continued on page 52 


THE STOKES SANITARIUM 


Our ALCOHOLIC d ys ng, 
stores the appetite and sleep, and rebuild I} physical at 
nervous condition of the patient. Liquors se gradu- 
ally; no limit on the amount necessary to prevent or relieve 
delirium. 

MENTAL patients have every comfort that their home 
affords. 

The —s treatment is one of gradual Reduction. It 

the and sleep; 


sided 3 pains are absent. No Hyoscine or rapid with- 
drawal methods used unless patient desires same. 
NERVOUS patients are accepted Ihy us for observation 
diagnosis as well as treatment. 


E. W. antes Medical Director, Established 1904. 
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DRIED BREWERS’ YEAST 


Full Vitamin B Complex--Complete Proteins 


It is well demonstrated in test animal feedings, medical research and practice, and in child and adult 
nutrition that dried brewers’ yeast is one of the most, if not the most potent, concentrated and dependable 
of the sources of the whole of vitamin B—the full vitamin B complex. This includes the anti-beriberi, anti- 
pellagric, the appztite, lactztion promoting and the independent vitamin B growth factors. 


PELLAGRA 


Goldberger, Wheeler and their associates postulated and demonstrated pellagra to be a dietary de- 
diciency disease and found dried brewers’ yeast more potent than any other known single food in the 
factors which prevent and relieve. 

After Elvehjem demonstrated the value of nicotinic acid in black tongue, Sebrell, Spies, Jolliffe 
and others have widely and dependably demonstrated the aid of this important part of Goldberger’s P-P 
(Pellagra-Preventive) factor. In rounding out the treatment into complete relief dried brewers’ yeast is 
generally used. 


COMPLETE PROTEINS 


Osborne and Mendel found the proteins of grain grown particularly dried brewers’ yeast nutritionally 
complete—as complete as the proteins of meat and milk. 

It contains from forty-nine to fifty-four percent of complete proteins—three times the proteins in 
steak; seven to ten percent of the whole grain minerals, with one percent of iron—twice the iron in lean 
meat or egg yolk. 

Vita-Food Red Label (Debittered Dried Brewers’ Yeast) retails at 95c a pound. In protein value it 
compares with $1.50 spent for steak at 50c a pound and in addition is one of the richest and most con- 
centrated known sources of the whole of vitamin B. 

But meat is a daily source of proteins and fat. All honor to those who deliver it in so tasty form, from 
the range and feeding lot to the table. 


SIMPLE TASTY FOOD USES 


Stir the dried brewers’ yeast into milk—hot or cold; into breakfast cereals, soups, scews and vegetables 
when removed from the fire; from one-half to a teaspoonful to a serving. 

The carbon dioxide, particularly in yeast leavened bread, shuts out oxygen and protects vitamin values 
during baking. 

Four to five teaspoonfuls of the yeast to a pound of flour substantially balances the incomplete pro- 
teins of the wheat or corn and materially aids in supplying enough of the whole of vitamin B. 


Samples sent to physicians and hospitals. 


VITAMIN FOOD COMPANY, INC. 


VITAMIN RESEARCH LABORATORIES, INC. 
187 Sylvan Avenue Newark 4, New Jersey 
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B. Schutz, Director of Clinics; Dr. Vincent T. Williams, Associate 
Director of Clinics; Dr. E. H. Skinner, Editor; Dr. J. V. Bell, 
Dr. L. Lafe Bresette, ‘Carl F. Ferris, Dr. W. M: Ketcham; 
Dr. Ira H. Lockwood, Dr. J. Milton Singleton and Dr. J. E. 
Stowers, Executive Committee. 

Dr. William M. West, Monette, has deeded his hospital at 
Monette to the Vincentian Sisters of Charity of Perrysville, Penn- 
omen, who will operate it as a general hospital available to the 
public. 

Dr. Paul J. Schrader has resigned as Superintendent of State 
Hospital No. 2 at St. Joseph, 

Dr. Major G. Seelig, Director of Pathology, Barnard Free Skin 
and Cancer Hospital, St. Louis, and Professor of Clinical Sur- 
gery, Washington University School of Medicine, has been ap- 
pointed a member of the Missouri State Cancer Commission by 
the Governor. 


DEATHS 


Dr. John H. Craven, Carl Junction, aged 84, died recently of 
chronic myocarditis. 

Dr. Paul Baker Clayton, Kansas City, aged 67, died recently of 
arteriosclerosis. 

Dr. Lisle Leaholme Collins, Webster Groves, aged 50, died re- 
cently of embolism. 

Dr. Adolph G, Enderle, St. Louis, aged 79, died recently. 

Dr. H. F. Guthrie, Springfield, aged 75, died recently. 

Dr. George Edward Hamilton, Orrick, aged 83, died recently of 
heart disease. 

Dr. William Arthur Henderson, Kansas City, aged 86, died 
recently of cardiovascular disease and hypertension. 

= Wallace I. Longstreth, Excelsior Springs, aged 64, died re- 
cently. 

Dr. Eldon Marshall Findley, Graham, aged 62, died recently. 

Dr. Edward W. Martin, Kansas City, aged 67, died recently 
of cardiac failure and coronary occlusion. 

Dr. John T. Robertson, Cabool, aged 76, died recently. 

Dr. William Alfred Shoemaker, St. Louis, aged 83, died re- 
cently of coronary thrombosis. 


February 1944 


Dr. James Preston Stubblefield, St. Louis, aged 88, died re- 
cently of uremia and chronic nephritis. 


NORTH CAROLINA 


Seventh District Medical Society has elected Dr. A. M. Corn- 
well, Lincolnton, President; Dr. W. I. Hill, Albemarle, Vice- 
President; and Dr. H. C, Thompson, Shelby, Secretary- Treasurer, 

Mecklenburg County ae Society has elected Dr. Oren 
Moore, President; Dr. R. H. Lafferty, Vice-President; and Dr. 
M. T. Gilmour, ies’ all of Charlotte. 

Tri-State Medical Association, North Carolina, South Carolina 
and Virginia, will hold its forty-fourth meeting at Charlotte, 
February 28-29. 

North Carolina Public Health Association has installed Dr. 
William P. Richardson, Chapel Hill, President and elected Dr. Bal- 
lard Norwood, Jr., Oxford, President-Elect. 

Dr. Everett O. Jeffreys, formerly of Philedelphia, Pennsylvania, 
has been appointed Assistant Professor of Neurosurgery, Bowman 
pen School of Medicine of Wake Forest College, Winston- 

lem. 

Dr. Lester A. Crowell, Jr., Lincolnton, was elected President, 
Board of Medical Examiners of the State of North Carolina at 
its recent meeting. 

Dr. James O. Nolan, Kannapolis, has been appointed a mem- 
ber of the North Carolina State Board of Health, succeeding 
Dr. C. C. Fordham, Jr., Ph.G., Greensboro, who is now an officer 
in the Navy. 

Dr. Jesse W. Willcox, Wilmington, has been appointed Health 
Officer of Moore County, succeeding Dr. Benjamin M. Drake, 
Carthage, who resigned to accept a similar position in Alamance 
County. 

Dr. Roy H. McDowell, Durham, has resigned as Clinic Super- 
visor, Durham Health Department, to return to private practice. 

Dr. Gordon Bennett Tayloe, Commander, formerly of Aulan- 
der, recently left the United States to become head of a hos- 
pital somewhere in foreign territory. e 

Dr. A. A. Rucker, Rutherfordton, who retired from practice 


Continued on page 54 


The New 


Emmert-Gellhorn Pessary 


An improved device for treatment 
of inoperable uterine prolapse 


For use in cases of inoperable uterine prolapse, 
this new pessary is offered as an improvement upon 
the well-known Gellhorn Pessary, long used with 
great success. The Emmert-Gellhorn Pessary is made 
of one solid piece of Neicomold, a synthetic mate- 
rial that may be boiled. The material is unbreak- 
able and stays smooth in use since it is unaffected 
by the genital secretions. Neither does it affect or 
irritate the vaginal mucosa. The shape is approxi- 
mately that of a mushroom, with the upper surface 


slightly depressed. 


Instead of a solid stem, the Emmert-Gellhorn 
Pessary employs a stem having a hole drilled through- 
out its length. This offers the considerable advan- 
tage of drainage, preventing accumulation of dammed- 
up secretions. This permits fewer removals of the 
pessiry for cleaning, of great benfit to the patient, 
particularly since many of those using this pessary 
are aged and find such frequent manipulation and 
visits to the physician a severe handicap. 

The stem of the new pessary is %4 inch shorter 
than that of the former pattern, and does not termi- 
nate in the knob formerly used. A slight hollowing 
of the stem near the end, however, allows easy grasp 
for removal. In weight, the Emmert-Gellhorn Pes- 
saty has the advantage of being considerably lighter. 
This decreased weight also adds to the comfort of 
the patient. 


PRICE—JE5162 — Emmert-Gellhorn Pessary, 
Diameter 2 or 2! inches, STATE SIZE, 
Each $2.25 


SPECIAL SIZES: 2%, 2% or 3-inch may be 
had on order, at each $2.75 


A. S. ALOE COMPANY 


1831 OLIVE STREET, ST. LOUIS. MO. 
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Below is No. 2 in a series of magazine advertisements 
currently being published in full color by Kodak in support 
of the drive by the United States Public Health Service. 
These advertisements appear in a number of leading publica- 
tions and average about 12 million circulation per month. 
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a number of years ago, has resumed practice to help meet the 
needs of his community for medical care during the emergency. 

Dr. Beatty L. Bass, formerly of Lenoir, has succeeded Dr, L. L. 
Wilkinson on the staff of the Rutherford Hospital. Dr. Wilkin- 
son has moved to High Point. 

Dr. R. B. Davis and Miss Nettie Schoolfield, both of Greens- 
boro, were married recently. 

Dr. James Edward McGee, Jr., Roanoke Rapids, and Miss Jane 
Katherine Liesfeld, Richmond, Virginia, were married recently. 

Dr. Ernest W. Fisher, Bryson, and Miss Mary Howard Crutch- 
field, Woodsdale, were married recently. 

Dr Howard S. Hussey, Jr., Tarboro, and Miss Jean Marie Mil- 
ler, Hazelton, Pennsylvania, were married recently. 


DEATHS 


Dr. Allen G. Thruman Hipps, Asheville, aged 52, died recently. 

Dr. Charles Francis Morris, Oteen, aged 60, died recently of 
injuries received in an automobile accident. 

Dr. William Norman Williams, Tabor City, aged 46, died recent- 
ly of injuries received in an automobile accident. 


OKLAHOMA 


Tulsa County Medical Society has installed Dr. Ralph A. Mc- 
Gill, aa: and has elected Dr. Homer A. Ruprecht, Presi- 
dent- Elect; John C. Perry, Vice-President; and Dr. E, O. 
Johnson, BoB Dr. H. B. Stewart and Ww. S. 
Larrabee were named to the House of Delegates; Dr. J. C. Peden 
and Dr. W. A. Showman to the Board of Trustees; and Dr. Ian 
MacKensie to the Board of Censors, all of Tulsa, 

Oklahoma State Medical Association’s Committee on Standardiza- 
tion, as recently appointed by the State Governor, is composed 
of Dr. J. F. Park, McAlester, and Dr. V. C. Tisdale, = City, 
who will serve on the Committee until July 1, 1946. Park 
succeeds himself and Dr. Tisdale succeeds Dr. Floyd Ss. Bly 
Shattuck, who is serving with the A Forces overseas. 

Dr. Donald H. Smith, Lieutenant, Medical Corps, U. S. Army, 
Fairview, is reported to be a prisoner of the Japanese, 


February 1944 


Dr. Mabel M. E. Hart has resigned as Director of Health for 
the Tulsa Public School System after twelve years’ service in 
the position. 

Dr. Victor C. Tisdale has been elected Mayor of Elk City. 

Dr. Philip G. Joseph, Oklahoma City, has -—% one Direc. 
tor, Creek County Health Unit, succeeding Dr. Leland F. 
Shryock, Oklahoma City. 

Dr. Wm. Albert Cook, Tulsa, recently donated his entire per- 
sonal library to the medical library of the Tulsa County Medical 

iety. 

Deatus 


Dr, Jacob Harry Boss, Tulsa, aged 72, died recently of coro- 
nary arteriosclerotic heart disease. 

Dr. Eben Proctor Clapper, Waynoka, aged 74, died recently 
of cerebral hemorrhage and pneumonia. 

Dr. Charles Francis Snow, Adamson, aged 69, died recently 
of coronary occlusion. 

Dr. Sam H. Williamson, Harrah, aged 64, died recently. 

Dr. Eugene J. Wolff, Waukomis, aged 74, died recently of 
coronary thrombosis. 


SOUTH CAROLINA 


Columbia Medical Society has elected Dr. Hugh E. Wyman, 
President; Dr. C. Gordon Spivey, Vice-President; Dr. Chapman 
J; Milling, Secretary; and Dr. William A. Hart, Treasurer, all of 

‘olumbia. 

Greenville County Medical Society has L. 
McCalla, President; and elected Dr. Jack DuPree Parker, Presi- 
dent-Elect; Dr. Gertrude Holmes, Secretary; and Dr. E. O. Hor- 
ger, Treasurer, all of Greenville. 

Greenville General Hospital’s new staff officers are: Dr. L. W. 
Boggs, President; Dr. Frank Daniels, Vice-President; ar Dr. 
Joe Crosland, tary, 

The new St. Eugene Hospital, Dillon, was dedicated recently. 
It is operated by a community of Sisters from St. Louis, Missouri. 
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IN HABITUAL AND IN ATONIC CONSTIPATION 


Combining two intestinal stimulants of known efficacy, 
extract of aloes (34 gr.) and deoxycholic acid (11% gr.), 
Cholmodin provides effective activation of the entire intes- 
tinal tract in a mode closely approaching the physiologic. 
Through the liberation of emodin, the contained aloes 
activates the lower bowel, while deoxycholic acid enhances 
peristaltic activity in the small bowel. Under the influence 
of this bile acid (a constituent of human bile), the action 
of aloes is exerted more promptly, at a slow, sustained 
rate, freeing it from griping or colicky pains. At the same 
time the choleretic influence of deoxycholic acid leads to 
intensified peristalsis in the upper bowel. Thus the entire 
tract is stimulated, producing adequate evacuation. 
Because of its mild yet thorough action Cholmodin is 
especially indicated in the aged, in bed-ridden patients, 
during pregnancy, and for children. 

Available on prescription through all pharmacies in boxes 
of 50 sanitaped tablets. Not advertised to the laity. 


e New York 13, N. Y. 


A Mode of 
Therapy that 
PHYSIOLOGICALLY 
REEDUCATES 


Inc. 
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... 80 G-E’s P. I. and A. Service 


keeps fine x-ray equipment operating at top efficiency 


Always, your investment in fine equipment is fully justified by the 
better and more satisfactory service it gives you. 


And the greater your investment, and the finer your equipment, the 
more important it is that you protect it with proper use and care. If 
neglected, lowered efficiency is inevitable, and eventually costly repairs. 


General Electric's Periodic Inspection and Adjustment service precludes 
breakdown of x-ray apparatus from neglect, because at specified intervals 
a specially trained service engineer gives it the attention essential to 
proper maintenance. It’s a type of service which hundreds of x-ray labora- 
tories deem indispensable—many of them have been renewing their P. I. 
and A. contracts every year for 13 years. 


Through G. E.’s branch offices located in every section of the country, 
P. I. and A. service is readily available. The G-E representative in 
your vicinity will be glad to give you full particulars. You'll find him a 
reliable source of heloful technical information. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BivD. CHICAGO (12), ILL., U. S. A. 
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A thirty-five bed hospital at Six Mile has been donated to the 
Baptist Association of South Carolina. 

Dr. Ethel Madden has returned to Columbia and opened of- 
fices in the Medical Building, practice limited to pediatrics. 

Dr. Coyt Ham, Columbia, on the State Hospital staff, has been 
Promoted to Clinical Director, succeeding the late Dr. Roy 
Horger. 

A testimonial dinner was given the honorary members of the 
Greenville County Medical Society at its January meeting, the 
honorary members being Dr. C. B. Earle, Dr. C. T. J. Giles, 
Dr. F. G. James, Dr. J. W. Jervey, Dr. F. Jordan, Dr. L. L. 
Richardson, Dr. C. Stroud and Dr. W. Y. McDaniel. 

Publishing Committee mes for The Recorder is composed of 
Dr. William Weston, Sr., Dr. N. B. Heyward, Dr. K. D. Shealy, 
Dr. D. F, Adcock and Dr. T A, Pitts. Dr. Hugh E. Wyman and 
Dr. Chapman J. Milling, Presid-nt and Secretary, respectively, are 
ex-officio members, all of Columbia. 

Providence Hospital, Columbia, has elected to its staff Dr. F. E. 
Zemp, Chief; Dr. George H. Bunch, Vice-Chief; Dr. Benn Mil- 
ler, Secretary; and on the St-ff Committee Dr. W. J. Bristow, 
Dr. H. E, Wyman and Dr. L. W. Pitts. 

Edisto Medical Society has elected Dr. L. D. Wells, Holly 
Hill, President; Dr. Augusta E. Willis, Orangeburg, Vice-Presi- 
dent; and Dr. William Otto Whetsell, Orangeburg, Secretary- 
Treasurer. 

Dr. Robert Wilson, Charleston, has tendered his resignation 
as Dean, Medical College of the State of South Carolina and es 
Professor of Medicine in that College. He has been elected Dean 
Emeritus and Professor Emeritus of Medicine and will continue 
his association with the Medical College <s special lecturer in 
Medical History. Dr. Wilson hes served on the staff for the last 
fifty- two years and has served as Dean and Professor of Medi- 
cine for the last thirty-six years. Dr. Kenneth M. Lynch, wto 
has becn for a number of years Vice-Dean <nd Professor of Path. 
ology, has been elected Dean. He will also continue as heed 
of the Department of Pathology. Dr. Wm. H. Kelley has been 
elected Trofessor of Medicine and head of the Department. 

Dr. Ckarles C. Smith, Lieutenant, Medical Corps, U. S. Army, 
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Ckarleston, hes been awarded the Silver Star for gallantry in 
action. 

Dr. Albert Clifton Smith, Jr., Lieutenant, M«dical Corps, U. S. 
Army, and Miss Rachel Ingram Monger, Lynchburg, were married 
recently. 

Dr. Herman Lamar Singletary, Lake City, and Miss Martha 
Ann Newman, Charleston, were married recently, 

Dr. Manning Lionel Nelson, Jr.. North, and Miss Annie Eliz- 
abeth Howell, Ridgeway, were married recently. 


DEATHS 
Dr. McPherson Gregorie Elliott, Beaufort, aged 71, died re- 
cently. 
TENNESSEE 


Tennessee State Medical Association will hold its one-hundred 
and tenth annual meeting at the Noel Hotel, Nashville, April 11-13. 

Five-County Society oo Lawrence, Lewis, Perry and 
Wayne) has elected Dr. V. H. Crowder, Lawrenceburg, Presi- 
dent; Dr. O. C. Doty, R-® Vice-President for Hardin 
County; Dr. T. A. McAmis, Lawrenceburg, Vice-President for 
Lawrence County; Dr. Jerome Powers, Hohenwald, Vice-Presi- 
dent for Lewis County; Dr. L. D. Murphy, Lobelville, Vice- 
President for Perry County; Dr. W. W. Rippey, Collinwood, Vice- 
President for Wayne County; and Dr. O. H. Williams, Savannah, 
Secretary-Treasurer. 

Robertson County Medical Society has elected Dr. W. S. 
Rude, Ridgetop, President; Dr. John Hawkins, Springfield, Vice- 
President; and Dr. John S. Freeman, Springfield, Secretary- 
Treasurer. 

Smith County Medical Society has elected Dr. S. B. McFar- 
land, Lebanon, President; Dr. F. M. Blankenship, Hartsville, 
Vice-President; and Dr. Thayer S. Wilson, Gordonsville, Secre- 
tary-Treasurer. 

Sullivan-Johnson County Medical Society has elected Dr. C. F. 
N. Schram, Kingsport, President; Dr. R. O. Glenn, Mountain 
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Zero Hour... 


Black of night. A ringing phone. . . another call to arms. Instinctively, the doctor 
answers. For him it is the zero hour. An accident at a plant. A war-worker seriously 
injured. Once again begins a battle in the war that never ends . . . the crusade 
against disease . . . man’s untiring enemy. : 

And science marches by the doctor’s side . . . helps fight the foe with modern 
weapons. Take x-ray . . . a good example. Radiographs may save the worker’s life . . . 
he!p chart a course that leads to successful treatment and a speedier recovery. 

* * * 
Today, the satisfactory diagnostic radiograph is the rule rather than the exception. 
One reason is that radiographers recognize that a sharp, contrasty negative depends 
to a large extent upon highly efficient intensifying screens. Screen care is important. 
Screens that are dirty, scratched or stained produce inferior results. 

Examine screens regularly. Replace worn screens. Your dealer has an ample stock 
of Patterson Screens and will gladly supply you. A booklet, ‘“‘Minutes that Matter,” 
tells how best to care for intensifying screens. Write for a copy. Patterson Screen 
Division of E. I. du Pont de Nemours & Co. (Inc.), Towanda, Pa. 


Patterson Screens 4th WAR LOAN 
LET'S ALL 


Better Things for Better Living . . . Through Chemistry 
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Classified Advertisements 


WANTED—Registered medical technician in full approved labora- 
tory. Hospital over 300 beds, in deep South. Good pay and 
working conditions. Apply X, care Southern Medical Journal. 


WANTED—tTwo physicians, Graduate Class A medical school, 
for Milledgeville State Hospital, Milledgeville, Georgia. Address 
inquiries to Dr. Y. H. Yarbrough, Superintendent. 


FOR SALE—15 KV X-ray-short Wave Diathermy, Ultra Violet 
Lamp, Fischer make, like new, f.o.b. Address B.A.W., care 
Southern Medical Journal. 


HOSPITAL FOR SALE—Age and declining health cause of sale. 
Address, W.I.D., care Southern Medical Journal. 


EDITING—Preparation of papers and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. Address in- 
quiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles Ave- 
nue, New Orleans 15, Louisiana. 


BOOKBINDING—Southern Medical Journal bound in attractive, 
substantial Buckram Library Binding, backs gold tooled, $2.00 per 
volume. Write us for prices on other books you want bound; 
magazines, journals, Bibles or anything you want to put in book 
form. Reference, Southern Medical Association. Alabama Trade 
Bindery, General Bookbinders, 1627%4 First Avenue, North, Bir- 
mingham, Alabama. 
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City, Vice-President; Dr. George W. Leavell, Bristol, Vice-Presi- 
cent; and Dr. Jarrett E. Williams, Secretary. 

Middle Tennessee Medical Association has elected Dr. Wm. 
D. Strayhorn, Nashville, President; Dr. M. L. Connell, Wartrace, 
Vice-President; and Dr. Beverly Douglas, Nashville, Secretary- 
Treasurer, re-elected. 

Dr. Ethel Walker announces the location of her office for 
the practice of pediatrics at 2509 West End Avenue, Nashville. 


DEATHS 


Dr. Youra Spence Brown, Halls, aged 51, died recently of coro- 
nary thrombosis. 

we. Walter Eugene Estabrook, Somerville, aged 55, died re- 
cently. 

Dr. Nicholas Amon Funderburk, Union City, aged 48, died re- 
cently of coronary disease. 

Dr. Young Wilhoite Haley, Nashville, aged 69, died recently 
of cerebral hemorrhage. 

Dr. Gustavus A. Lusk, Ripley, aged 88, died recently of 
shock from a fractured hip. 

Dr. George Sheppard Moore, Nashville, aged 60, died recently 
of acute periotonitis due to peptic ulcer. 

Dr. Walter S. Nash, Knoxville, aged 77, died recently of 
pneumonia. 

et John Thomas Peyton, White House, aged 86, died re- 
cently. 

Dr. E. H. Lowe, Maryville, aged 73, died recently. 

Dr. H. D. Hicks, Clinton, aged 67, died recently. 


TEXAS 


Southwestern Medical Foundation Medical School, Dallas, has 
added te its staff Dr. William F. Mengert as Professor and 
head of the Department of Obstetrics and Gynecology. Other 
new full time additions to the faculty are Dr. Edward Sulkin, 
Dr. A. J. Gill, Dr, Robert Pike and Dr. Charles L. Bloss. 

Orange City-County Hospital, built and equipped with funds 
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VALENTINE’S 


When Liquid Extract of Liver With Iron Valentine is used, 
your patient gets a potent aqueous extract of whole liver which re- 
tains the natural Bz complex as well as the anti-anemia factors: 


in 8 ounce bottles. 


Valentine Company, Inc., Richmond 9, Virginia 


5 grains of soluble iron per fl. oz. 
5 mg. of riboflavin per fl. oz. 
25 mg. of niacin per fl. oz. 
5 mg. of pantothenic acid per fl. oz. 
0.2-0.5 mg. of pyridoxin per fl. oz. 


Why not prescribe 2 teaspoons t.i.d. of Liquid Extract of Liver 
With Iron Valentine for your next suitable case? 


It is dispensed 
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Dependability in Digitalis Administration 


Being the powdered leaves made into 
physiologically tested pills, 
all that Digitalis can do, these pills will do. 


Trial package and literature sent to physicians on request. 


DAVIES, ROSE & COMPANY, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 
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in Oro-pharyngeal Infections 


White’s Sulfathiazole 
Gum Tablet chewed for one- 
half to one hour promptly initiates 
a high topical salivary concentra- 
tion of /ocally active (dissolved) Sul- 
fathiazole and maintains through- 
out the maximum chewing period 
an average concentration of 70 mg. 
per cent. Two tablets increase sali- 
vary concentration approximately 
20%. 

An average adult chewing a total 
daily dosage of 8 tablets, for as 
long as an hour each, should de- 
velop a blood level of Sulfathia- 
zole not greater than one milligram 
per cent. Thus White’s Sulfathia- 
zole Gum provides an effective 
means of sustained /oca/ chemo- 


therapy—with minimal risk of the 
untoward reactions frequently 
associated with intensive systemic 
use of sulfonamides. 

Indications: “‘septic sore 
throat”; acute tonsillitis, pharyn- 
gitis; infectious gingivitis and 
stomatitis caused by Sulfathia- 
zole-susceptible micro-organisms; 
peritonsillar abscess; prevention 
of local infection secondary to oral 
and pharyngeal surgery (e. g. ton- 
sillectomy). 

In packages of 24 tablets, sani- 
taped in slip-sleeve prescription 
boxes—on prescription only. 
White Laboratories, Inc., Phar- 
maceutical Manufacturers, New- 


ark 7, N. J. 
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received from the Federal Works Agency at a oe | of approxi- 
mately $275,000, was recently formally opened. It has a capacity 
of 75 beds. Dr. Tom E. Kelley, Mount Pleasant, is Chief of Staft 
and Dr. S. M. Richmond, Marshall, Secretary. Members of the 
Orange County Medical Society and Sebine District Medical Socie- 
ty constitute charter members o. te nicdiccl stall. 

Baylor University College of Medicine, Houston, has recently 
added to the faculty Dr. Charles M. Aves, Professor of Clinical 
Surgery, (honorary); Dr. Thomas H. Compere, Associate Professor 
of Anesthesia; Dr, Wiiliam W. Coulter, Associate Professor of 
Pathology; and Dr. Otis P. Flynt, Associate Professor of Clinical 
Urology, all of Houston. 

Dr. Jack R. Ewalt, Associate Professor of Neuropsychiatry, Uni- 
versity of Texas Medical Branch, Galveston, and Director of 
the Electro-encephalography unit of the John Sealy Hospital, has 
been appointed Acting Director of the Galveston State Psychopathic 
Hospital. 

Dr. James L. Hart, Bryan, has been elected Executive Secre- 
tary of the Brazos County Tuberculosis Association. 

Dr. Elva Wright, Houston, President and Founder of the Hous- 
ton Anti-Tuberculosis League, was recently honored by Houston 
Rotarians. 

Dr. Philip Rosenheim, Corpus Christi, has been appointed 
City Health Officer, succeeding Dr. George D. Edgerton, resigned. 

Dr. James T. Montgomery, Dallas, has been appointed Assistant 
Medical Director, North American Reassurance Company, New 
York City. 

Dr. Edwin B. Strother and Mrs. Margaret Blackwell, both of 
Dallas, were married recently. 

Dr. Henry Gough Montgomery and Miss Martha Barlow, both 
of Dallas, were married recently. 


DEATHS 


Dr. Varney Andrews, Floydada, aged 79, died recently. 

Dr. Frank L. Barnes, Houston, aged 71, died recently of coro- 
nary occlusion. 

Dr. William S. Bickham, San Scba, aged 67, died recent!y of 
myocarditis, 

Dr. Thomas Cleveland Brewer, 
of cerebral hemorrh: ge. 


Dallas, eged 55, died recently 


GASTRON is an original extract of 
the organic and inorganic constitu- 
ents of the entire mucosa of the 
hog-stomach, including the pylorus. 
The acidified and aromatized extract is 
incorporated in an aqueous-glycerin- 
propylene glycol menstruum which 
preserves the enzymatic activity. The 
preparation contains no alcohol. It is 
accurately standardized by assay. 


GASTRON with IRON is 
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Dr. Walter Thomas Brown, Wallis, aged 76, died recently. 

Dr. Thomas Horace Cheatham, Fort Worth, aged 69, died re- 
cently of coronary occlusion. 

Dr. Philip Henry Cronin, Houston, aged 77, died recently of 
coronary occlusion. 

Dr. R. D. Cousins, Beaumont, aged 68, died recently of typhus 
pneumonia. 

Dr. Amos Graves, Sr., 
of carcinoma of the tongue. 

Dr, F. L. Lee, Ben Wheeler, aged 72, died recently of cerebral 
hemorrhage. 

Dr. Charles D. Lipscomb, Quitman, aged 77, died recently of 
myocarditis, hypertension and hypostatic pneumonia. 

Dr. James Mary Joseph Allen Levins, Houston, aged 57, died 
recently of  Giabetis mellitus. 

Dr. Arthur Singleton Love, Ballinger, aged 71, died recently of 
uremia. 

Dr. Stephen D. Naylor, Stephenville, aged 77, died recently 
of cerebral hemorrhage. 

Dr. Walter H. Paine, Sealy, aged 78, died recently of myocar- 
dial degeneration. 

Dr. William George Pullen, Corrigan, aged 75, died recently 
of cerebral hemorrhage. 

Dr. Warren Finley West, Waxahachie, aged 86, died recently 
of myocardial failure. 

Dr. Asa Wright, San Antonio, aged 70, died recently. 
K. Wassell, Jr., Dallas, aged 34, died recently of 


San Antonio, aged 73, died recently 


Dr. Francis Albert Young, Montgomery, aged 90, died recently 
of heart disease. 


VIRGINIA 


Richmond Academy of Medicine has installed Dr. E. H. 
Terrell, President; and elected Dr. T. wey Davis, President- 
Elect; Dr, Douglas Chapman and Dr. J. E. Warinner, Jr., Vice- 
Presidents: and Dr. John Lynch and Dr. Rex Blankenship two 
new members of the Board of Directors. 

Medical Society cf Northern Virginia has elected Dr. Charles 
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GASTRON is indicated as replace- 
ment therapy in atrophic gastritis, 
and as an aid in the treatment of 
It is of value as 


chronic gastritis. 


adjunctive treatment in the anemias, 
and in certain gastric deficiencies as- 
sociated with convalescence and old 
age. It is worthy of trial in the 
nausea and vomiting of pregnancy. 
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@ Today more patients than ever may well be suspected of being anemic. 
So, it has become more important than ever to—‘‘Consider the blood.” 


When check reveals hypochromic anemia, the most important step to 
take is to see that the patient’s blood is supplied quickly and efficiently 
with iron. 


The iron supplied in Hematinic PLAsTULEs is ferrous iron—recognized 
as the ideal form for quick, thorough assimilation and conversion into 
hemoglobin. It stays in this form because it is hermetically sealed in 
soluble capsules that prevent oxidation. 


And, as Hematinic PLasTuLEs quickly dissolve in the stomach, the 
ferrous iron in semi-fluid state is immediately ready for assimilation. 


A Wyethical of The Bovinine Co., Chicago, Division WYETH Incorporated, Philadelphia. 


INCORPORATED 
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O. Dearmont, White Post, President; Dr. B. B. Dutton, Win- 
chester, Vice-President; an r. J. E. Harris, Winchester, Sec- 
retary-Treasurer, re-elected. 

Norfolk County Medical Society has elected Dr. Claiborne 
Willcox, Norfolk, President-Elect to fill the vacancy caused by the 
death of Dr. Frederick C. Rinker, 

Mecklenburg County Medical Society, a component part of 
the Fourth District and Southside Virginia Medical Association, 
has re-elected Dr. W. J. Ozlin, South Hill, President; and Dr. 
W. W. Wilkinson, La Crosse, Secretary-Treasurer. 

Richmond Society of Ophthalmology and Otorhinolaryngology 
has elected Dr. Peter N. Pastore, President and Chairman; Dr. 
Maynard P. Smith, Vice-President and Dr. Clifford A. Folkes, 
Secretary-Treasurer. 

Seaboard Medical Association of Virginia and North Carolina, 
at its annual meeting held recently in Richmond, elected Dr, M. 
A. Pittman, Wilson, North Carolina, President; Dr. F. Ivan 
Steele, Windsor, Dr. G. G. Dixon, Ayden, North Carolina; Dr. 
Robert H. Wright, Phoebus; and Dr. I. A. Ward, Hertford, North 
Carolina, Vice-Presidents; and Dr. Clarence Porter Jones, New- 
port News, Secretary, re-elected. The 1944 convention will be 
held in Wilson, North Carolina. 

Advisory Committee to the Woman’s Auxiliary to the Virginia 
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Dr. Eleanor Harvey, Newport News, has been appointed a new 
member of the Children’s Bureau Advisory Committee on Ma 
ternal and Child Health Services. 

Dr. Frank Alton Wade, Roanoke, and Miss Evelyn Henry 
Clark, Huntington, West Virginia, were married recently. 

Dr. Marion Bailey Murdock and Miss Katherine Clay Mal- 
lory, both of Richmond, were married recently. 

Dr. John Scott Shaffer, Wytheville, and Miss Amanda Eliza- 
beth McKnelly, were married recently. 

Dr. S. G. Miller, Covington, and Mrs, Mary Slaughter Kidd, 
Lynchburg, were married recently. 

Dr. James R. Cash, Charlottesville, and Mrs. Mary Frazier 
were married recently. 

Joseph Shelton Bower, Lieutenant, Medical Corps, U. S. 
ion. Salem, and Miss Marietta Bagley McGehee, Lynchburg, 
were married recently. 


DEATHS 
_ Dr, Vance Monroe Cox, Bristol, aged 63, died recently of heart 


isease. 
= Charles Ernest McNiel, Pennington Gap, aged 71, died re- 
cently. 
Dr. Coleman B. Ransome, Roanoke, aged 56, died recently. 
Dr. Jesse Greene Storie, Grundy, aged 75, died recently of pneu- 


Medical Society is composed of: Dr. H. A, Latane, Alexandria, monia. 
Chairman; Dr. D. C, Wilson, Charlottesville; and Dr. O. O. Ash- Dr. Charles Licyd Moore, Charlottesville, aged 6%, died re- 
worth, Richmond. cently. 

Dr. R. Finley Gayle, Richmond, has been elected President of Dr. Franklin Davis Wilson, Norfolk, aged 61, died recently. 
the Board of Directors, Country Club of Virginia, for this year; 
and Dr. John Bell Williams, Richmond, Vice-President. 

Dr. A. D. Hutton, Marion, has accepted the position tem- WEST VIRGINIA 
porarily as Acting Superintendent, State Colony for Epileptics 
and Feebleminded, succeeding Dr. G. B. Arnold, who resigned to Logan County Medical Society has elected Dr. R. E. Traul, 


enter private practice in Lynchburg. Logan, President; Dr. H. H. Farley, Logan, Vice- President; and 
Dr. Maynard Putney Smith es the ing of offices Dr. T. M. Millman, Earling, Secretary-Treasurer. 

in the Professional Building, Richmond, for “the practice of 

otolaryngology. Continued on page 66 


LaMotte Comparator for Blood Loss in Body Fluids 


A Special LaMotte Outfit has been developed according to 
the method suggested by Dr. Kyril B. Conger (Department 
of Surgery, University of Michigan, Ann Arbor, Michigan). 


The special comparator illustrated contains twelve color standards calibrated according 
to the colorimetric scale, representing known amounts of blood in the diluted fluid. 
Marked comparator tubes are provided for the unknown fluid. 

In making the test a measured portion of the unknown fluid is placed in the comparator 
tube and a reading made directly against the color standards in the comparator. This 
determines the amount of blood loss in the measured sample, and by simple multiplica- 


tion (involving the total amount of the fluid collected) the total AW. 


blood loss is determined. The unit comes complete with full 
“ANNIVERSARY 


instructions, ready to use, price $10.00 f.o.b. our laboratories here. 


LaMotte Chemical Products Co., Dept. S, Towson 4, Baltimore, Md. 


Quick, dependable results! 


with the easily soluble 


DUBIN AMINOPHYLLIN 


THEOPHYLLINE -ETHYLEMECTAMINE 


TABLETS Discriminating physici are p ibing this product, American Made from American 
Materials, as a: 


AMPULS MYOCARDIAL STIMULANT AND POWERFUL DIURETIC: 
EFFECTIVE IN-BRONCHIAL ASTHMA, PAROXYSMAL 
POWDER DYSPNEA AND CHEYNE-STOKES RESPIRATION. 


Numerous reports in the literagure comment on Prompt Relief, Favorable Action, and 
SUPPOSITORIES Dramatic ‘Improvement in these conditions. 


H. E. DUBIN LABORATORIES, 250 East 43rd Street, New York, N. Y. 
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vt deficiency of ‘he corpus luteum hormone or disturbance 
in luteal-estrogenic balance before and at the time of menses is 
believed to account for the discomfort. and pain of premenstrual 
tension and dysmenorrhea. This luteal hormone deficiency can be 
corrected, and the distressing symptoms frequently relieved by the 
daily intramuscular injection of 1 mg of Progestin ‘Roche-Organon’ 
(progesterone) or the daily oral administration of 5 or 10 mg of 
Progestoral ‘Roche-Organon’ (pregneninolone) during the last week 
of the menstrual cycle. Similarly,-when a luteal hormone deficiency 
occurs during the early months of pregnancy, the threat of abortion 
can be erased with adequate Progestoral or Progestin therapy. 
Progestoral is available in 5-mg and 10-mg tablets, and Progestin, 
in 1-mg, 2-mg, 5-mg, and 10-mg ompuls. Write for literature. 


ROCHE- ORGANON, INC. NUTLEY, N. 


IN. CANADA: ORGANON (CANADA) LTD., MONTREAL 
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LABORATORY 
TECHNIQUE 


GRADWOHL SCHOOL OF LABOR- 
ATORY TECHNIGUE i is an ethical school, 
phy an 
and enjoysa high rating among 
the medical profession. ... Graduates pla 
in desirable positions in 1943. Gradwohl 
graduatesarer gnized as expert t 


tology; Serolo; ied 
Metabolism: Bloo Applied 

phy; Parasitology; 
Saining and X-Ray 
ENROLL priority. 
ths course; 
Classes start March, 


Under the Personal Supervision of 
R. 8. H. Gradwohl, M, D.; Se. D., Director 
3514 Lucas Av. St. Louis, Mo- 
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Mason County Medical Society has elected Dr. C.: W. Petty, 
Hartford, President; Dr. E. V. McElfresh, Point Pleasant, Vice- 
President; and Dr. Max Koenigsberg, Point Pleasant, Secretary- 
Treasurer. 

Academy of Medicine of Parkersburg has elected Dr. Fred J. 
Potter, President; Dr. Dana T. Moore, Vice-President; and Dr. 
W. F. Rogers, Secretary-Treasurer, all of Parkersburg. 

Harrison County Medical Society has elected Dr. H. 
Thomas. President; Dr. W. T. Gocke, Vice-President; Dr. C. 
Post, Treasurer; and Dr. J. C. Kerr, Secretary. all of Clarksburg, 

Preston County Medical Society has elected Dr. David E. 
Sauer, Kingwood, President; Dr. W. Parke Johnson, Jr., Vice- 
President; and Dr. C. Y. Moser, Kingwood, Secretary-Treasurer. 

Dr. E. M. Bond, Amherstdale, has moved to Louisville, Ken- 
tucky, having accepted a position on the medical staff of the 
Curtiss-Wright Corporation. 

Dr, J. M. Coram, Beckley, has resigned as Director, Ralei; P 
County Health Department and has moved to Edwight where 
will do general practice. 

Dr. Don V. Hatton, formerly County Health Officer of Fayette 
County, is now on the staff of Williamson Memorial Hospital, 

r. J. E. Coleman, Fayetteville, succeeds Dr. Don V. Hatton 
as ‘Coit Health Officer of Fayette County. 
S. A. Ford has moved from Edwight to Beckley. 

i J. C, Hutchinson, Welch, has been appointed Acting Su- 
perintendent. Welch Emergency Hospital, succeeding Dr. F. E. 
LaParde, who is undergoing treatment at Pinecrest Sanitarium, 
Beckley. 

Dr. Walter E. Vest, Jr., Captain, Medical Corps, U. S. Army, 
is at Station Hospital, Camp Chafee, Fort Smith, Arkansas. 

Dr. Maston Lewis Gray, Huntington, and Miss Roberta C. 
Shaw were married recently. 


DeEaTHS 


Dr, R. M. Bachtel, Ravenswood, aged 74, died recently of car- 
diovascular hypertension. 

Dr, John S. Coughlan, Berkeley Springs, aged 63, died recently 
of injuries received in an automobile accident. 

Dr. Ralph Hogshead, Mammoth, aged 54, died recently of 
acute dilatation of the heart with pulmonary edema. 


EFFECTIVE THERAPY 


REQUIRES ANALGESIA - BACTERIOSTASIS, AND DEHYDRATION 
OF THE TISSUES. 


THE DOHO CHEMICAL CORPORATION, New York - Montreal - London 
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cA Cushion for First-Stage Pain 


Butisol Sodium, the low-toxicity sedative of high potency, has a 
desirable effect on the painfulness of uterine contractions, and pro- 
vides a welcome degree of comfort during the first stage of labor. 


BUTISOL SODIUM 


(Sodium salt of 5-ethyl-5-secondary butyl barbituric acid ‘“McNeil”) 


Indications: 


Insomnia, preoperative sedation, neuroses, obstetrical 
hypnosis, spasticities, postoperative pain. 


Butisol Sodium is supplied in capsules containing one and one-half 
grains. Bottles of 100, 500 and 1,000. 


Trial supply is available to physicians on request. 


For Liberty BUY WAR BONDS ad For Victory 
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This advertisement was —— produced and published 


by the Chesapeake and Ohio Railway and is reprinted 


with its permission by 
MEAD JOHNSON & COMPANY 
Evansville 21, Indiana, U.S.A. 
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“Missing in action.” You know what 
that can mean. 

Mom says you must be brave. “It’s what 
your father would expect of us,” she tells 
you when it’s bedtime and your chin 
starts to feel shaky. Then she kisses you 
extra hard and turns her head away so 
you can’t see her eyes. 

You’ve never let her see you cry. Not 
once, since that telegram. came and she 
twisted it all up in a ball, then smoothed 
it and put it in the desk. 

But, lying in bed, you play “Pretend” — 
pretend you can hear his step as he comes 
up to your room — pretend you can feel 
a stubble brush your forehead. And some- 
times, in the dark, you can almost smell 
a cigarette-y suit close to your face. 

Later you dream—dreams that you 
don’t tell about. And in the morning you 
wake up with that funny, empty feeling 


in your stomach. 
* * 


Poor little guy. We—all of us— wish 
there were something we could do. Per- 
haps there. is. Why shouldn’t it be this? 

We can resolve that the plans your 
father had for you shall remain within 
your reach, that you shall have the chance 
to grow and learn, that your opportuni- 
ties will be bounded only by your own 
get-up-and-go, that you will progress and 
prosper in direct relation to your own 
ability — in a land of freedom and oppor- 
tunity. 

Those are the things your Dad valued, 
the things for which he gave his life. 
Though some may strive to change. all 
that — provide you with the “benefits” of 
an all-powerful government, the ‘‘advan- 
tages” of regimentation, the “blessings” of 
bureaucracy — we can resolve they won't 
succeed. 

* * * 


You, son, won’t read these words, and if 
you did, they wouldn’t mean much to you 
now. But your father’s friends — known 
and unknown — are making you a prom- 
ise, just the same. 

You may never hear it from their lips. 
But if you were older you would read it 
in their faces — recognize it in their spirit. 
They are determined to keep. America 
free. To keep it a land in which govern- 
ment is the servant, not the master of the 
people. To keep it the kind of America 
your Dad wanted to preserve —for you. 
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SHOULD VITAMIN .D BE 
GIVEN ONLY TO INFANTS ? 


ITAMIN D has been so successful in preventing rickets during in- 
fancy that there has been little emphasis on continuing its use after 
the second year. 

But now a careful histologic study has been made which reveals 
a startlingly high incidence of rickets in children 2 to 14 years old. 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 

Rachitic changes were present as late as the fourteenth year, and 
the incidence was higher among children dying from acute disease 3 
than in those dying of chronic disease. . 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets in sick 
children.” 


*R. H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 


MEAD’S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol is a 
potent source of vitamins A and D, which is well taken by older children be- 
cause it can be given in small dosage or capsule form. This ease of adminis- 
tration favors continued year-round use, including periods of illness. 

MEAD’S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 
vitamin D units per gram. Supplied in 10- and 50-cc. bottles and boxes of 48 
and 192 capsules. Ethically marketed. 

MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 
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Well-tolerated —fewer 

ga opsets—full 

doxes can often be given to 

patients intolerant to the 


When arsphenamines are taken into the body, it is 
believed that approximately one-tenth of the amount 
administered is converted into arsenoxide. To this oxidized 
product, rather than to arsphenamines themselves, investi- 
gators attribute the spirocheticidal action of these drugs. 
MAPHARSEN* is meta-amino-para-hydroxyphenyl arsine oxide 
(arsenoxide) hydrochloride which offers an effective anti- 
syphilitic therapy . . . a form that causes rapid disappear- 
ance of spirochetes and prompt healing of lesions . . . 
and one that has facilitated development of the highly- 


effective, modern types of antisyphilitic treatment. 
*Trade-mark Reg. U. S. Pat. Off. 


You can now readily obtain supplies of Ma- 

Pharsen Ampoules for use in your practice. 

Increased manufacturing facilities have 

made it possible for us to materially in- 

at \ crease our output, and to maintain more 
adequate supplies in drug stores through- 


mately 
dosage of the arsphena- 
mines. 


: 
f 
dose is delivered in 30 : 
Bor 
No waiting for preperation 
of the solution—it is imme- 
diately soluble in the 
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whe, Davis Compa Y, 


